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1. Introduction
1.1. Psychological distress in cancer patients
Responsible for the passing of 8.8 million people in 2015, cancer is a leading cause of death 
worldwide (WHO, 2018). Cancer patients are confronted with a high number of physical and 
psychosocial burdens, as well as stress due to painful treatment procedures, which lead to high 
psychological distress (Girgis and Waller 2015). This distress derives from many changes in 
cancer patients’ social roles, everyday life routines, and ongoing adjustment to physical 
weakening, as well as growing dependency and existential distress concerning questions about 
the meaning of life. Research points to a four-week prevalence of 32% for at least one mental 
disorder for all cancer patients (Mehnert et al., 2014). Patients suffer mainly from anxiety 
disorders (11.5%), adjustment disorder (11.1%), and mood disorders (6.5%) or somatoform 
disorders (5%). Breast cancer patients show the highest prevalence for any mental disorder 
(41.6%), followed by patients with head and neck cancer (40.8%) and malignant melanoma 
(39%). Numbers for the twelve month (39.4%) and lifetime prevalence (56.3%) of mental 
disorders in cancer patients are higher, with specific disorders being comparably distributed. 
Demoralization, characterized by the loss of hope and meaning, is present in 21% of cancer 
patients and co-occurs with a mood/anxiety disorder in 7% (Vehling et al., 2017). Hence, 
existential distress is an important supplemental element of psychological distress in cancer 
patients. 
In advanced cancer patients, 12.4% of the population are having clinically significant anxiety 
symptoms (Kolva, Rosenfeld, Pessin, Breitbart, & Brescia, 2011). Further studies show 
prevalence rates for depression up to 49% (Walker et al., 2013). Mitchell et al. (2011) could not 
find a significant difference between prevalence of depression, anxiety and adjustment disorder 
in palliative-care versus hematological settings. However, hematological patients are at the 
upper end of the four-week prevalence of any mental disorder (33.3%) (Mehnert et al., 2014). 
An important component of psychological distress in advanced cancer patients is death anxiety 
(Grossman, Brooker, Michael, & Kissane, 2018; Neel, Lo, Rydall, Hales, & Rodin, 2015). 
Death anxiety has been defined as an emotional state of the awareness of death in which humans 
experience fear and panic of their mortality (Russac, Gatliff, Reece, & Spottswood, 2007). 
However, Lo et al. (2011a) broaden this definition by adding a potential variety of 
psychological concerns related to the process of dying and widening the range of affect. Being 
closely connected to demoralization, death anxiety may also be connected to symptom burden 
and the lack of social relatedness (An, Lo, Hales, Zimmermann, & Rodin, 2018).  
Introduction
3
Psychological distress in advanced cancer patients derive from various factors. Rodin et al. 
(2007) found high disease burden, insecure attachment, low self-esteem and younger age to be 
risk factors for depression. Also the amount of pain and declining functioning predict co-morbid 
depression (Lie et al., 2015). Nevertheless, further research on intraindividual psychological 
factors leading to high psychological distress in advanced cancer patients may facilitate 
improvement of psychooncological and psychotherapeutic interventions.  
1.2. Sources of Meaning and Spiritual well-being in cancer patients 
Humanistic and existential psychotherapists have highlighted for decades the basic human 
ability and need to experience meaning in life (Frankl, 2000; Yalom, 1980). They have 
especially emphasized the fact that existential needs are often provoked by life-threatening 
illness and the confrontation with death (Frankl, 2000; Sherman, Simonton, Latif, & Bracy, 
2010; Yalom, 1980). Cancer patients are confronted with difficult changes in several areas of 
life and issues concerning the finiteness of life and the purpose of one’s existence. Thus, 
existential distress were found to be highly prevalent in this population (Robinson, Kissane, 
Brooker, & Burney, 2016; Vehling & Kissane, 2018). In addition, cancer may question 
individual attitudes, values and goal orientations, often leading to issues concerning the 
meaning of life. Kissane (2012) describes a typology of existential distress including the search 
for meaning as one of eight major forms of existential challenges among patients with cancer. 
Furthermore, existential concerns seem not restricted to specific disease phases. As Lee and 
Loiselle (2012) state, existential issues are prevalent over the whole cancer continuum, from 
early disease phases to survivorship. 
Frankl (2000) established a fundamental theoretical basis concerning the importance of 
existential issues in the context of suffering. In Frankl’s’ tradition, Reker and Wong (1988, 
2012) developed a model of meaning by distinguishing two different dimensions of meaning in 
life: the ´experience of meaning´ on the one hand and the ´meaning of experience´ on the other 
hand. These dimensions of meaning are similar to the distinction between global and situational 
meaning made by the meaning-making model of Park and Folkman (1997). This model focuses 
on the cognitive appraisal of the actual situation. The authors state that meaning may be 
developed following a stressful life event through either a new appraisal on a situational level 
or changed world assumptions and personal values on a global level. Many cross-sectional 
(Holtmaat, van der Spek, Lissenberg-Witte, Cuijpers, & Verdonck-de Leeuw, 2019; Jaarsma, 
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Pool, Ranchor, & Sanderman, 2007; Mehnert & Koch, 2008; Sherman et al., 2010) and few 
longitudinal (Vehling et al., 2011; Vehling et al., 2012) studies have documented associations 
between global meaning and indicators of psychological adaptation such as lower distress and 
better coping strategies. Also Meaning in Life has been found to mediate the relationship 
between physical impairment and the wish to hasten death in patients with advanced cancer 
(Guerrero-Torrelles et al., 2017). However, sources of meaning as specific subjective matters 
of personal meaning have rarely been studied in the psycho-oncological literature (Brandstätter 
et al., 2014; Tomás-Sábado et al., 2015). (Fegg, Kramer, Bausewein, & Borasio, 2007) Jaarsma 
et al. (2007)  state that the analysis of sources of meaning would contribute to the understanding 
of quality of life in the context of existential distress in cancer patients. Additionally, sources 
of meaning may be relevant especially for cancer patients, because they indicate an involvement 
of the patient in specific activities and the ability to value these areas of life, rather than giving 
up and being dominated by the treatment and its challenges (Krause, 2009). Reker and Wong 
(1988) describe four categories of sources of meaning: (i) self-transcendent sources, (ii) 
collectivistic sources, (iii) individualistic sources and (iv) hedonistic sources of meaning. Self-
transcendent sources of meaning refer to transcendent aspects of life. Reker and Wong (1988) 
and also Frankl (1992) supposed a strong association of self-transcendent sources of meaning 
and global meaning. Collectivistic sources of meaning mainly refer to values and welfare of the 
whole community. Individualistic sources of meaning concentrate on personal growth and 
realizing one’s own potential. Finally, hedonistic sources of meaning focus on the satisfaction 
of direct needs and the participation in leisure activities. Other authors in the last decades were 
able to replicate these sources of meaning among patients with cancer in quantitative and 
qualitative studies (Debats, 1999; Fegg et al., 2007).  
In addition to the investigation of specific sources of meaning, longitudinal studies analyzing 
the predictive effect of different constructs of meaning, such as spiritual well-being on 
psychological distress are rare. However, especially longitudinal studies are claimed to be 
critical for the next step of investigations concerning meaning in life and spiritual well-being 
(Johnson Vickberg et al., 2001; Sherman & Simonton, 2012; Vehling et al., 2012). Particularly 
associations between sources of meaning and psychological distress in cancer patients have not 
been analyzed in a longitudinal design so far. 
Yet, the body of research concerning spiritual well-being as a protective factor of psychological 
distress in cancer patients is increasing (Bai & Lazenby, 2015). In the context of physical 
disease, spiritual well-being has been defined as an outcome indicating a sense of meaning, 
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peace, and purpose in life, as well as the extent to which patients derive security from their faith 
and spiritual beliefs (Lo, Zimmermann, Gagliese, Li, & Rodin, 2011b).  
1.3. Attachment in cancer patients 
During the course of their treatment, cancer patients’ expectations and perceptions of social 
support are fundamental to their feeling of security and trust in their health care providers, 
which have a big influence on how patients deal with their disease (Glińska, Adamska, 
Lewandowska, & Kobos, 2012; Holwerda et al., 2013). Attachment theory offers an 
explanation of the individual perception of social support and the way one reacts to the loss of 
security in terms of interpersonal interactions (Bowlby, 1977; McLean & Nissim, 2007). 
Depending on their first meaningful relationships, individuals form expectations about the 
availability and responsiveness of close others and develop a secure or insecure attachment 
style. These expectations are represented in an internal working model, containing specific 
assumptions about oneself – oneself being worthy of others help (model of self) and about others 
– others being helpful and supportive (model of other).  Attachment can be further described on
the two continuous dimensions Avoidance and Anxiety (Bartholomew & Horowitz, 1991;
Fraley & Shaver, 2000)).  Securely attached individuals expect others to be available and
helpful when they need them and feel worthy of their help. Anxiously attached individuals
constantly worry about the availability of others. In case of a cancer diagnosis, anxiously
attached patients utilize primary care more frequently and report more somatic symptoms
(Ciechanowski, 2002; Ciechanowski, Sullivan, Jensen, Romano, & Summers, 2003).
Avoidantly attached individuals do not experience close others as helpful for regaining security
and therefore have difficulties with intimacy. In case of a somatic disease, avoidantly attached
patients therefore show little need for help and can hardly bear to be dependent on others
(Ciechanowski, 2002; Ciechanowski et al., 2003; Maunder & Hunter, 2009; Tan, Zimmermann,
& Rodin, 2005). Despite the evidence for the two-dimensional approach (Brennan et al., 1998),
a categorical approach has proven to be useful in clinical practice. Based on the two dimensions
of anxiety and avoidance, Bartholomew and Horowitz (1991) proposed a four-category model,
which characterizes attachment based on the individual extent of anxious and avoidant
tendencies. While secure individuals show low anxiety and low avoidance, insecure individuals
show high anxiety and low avoidance (preoccupied attachment), low anxiety and high
6
Introduction
avoidance (dismissing attachment) or high anxiety and high avoidance (fearful-avoidant 
attachment).  
The attachment system gets activated in times of high stress (Bowlby, 1977) such as a life 
threatening medical disease (Mikulincer & Shaver, 2007; Milberg et al., 2012). Due to 
progressive physical decline advanced cancer brings up issues of dependency and the loss of 
control, leaving patients to fall back on their first attachment experiences. With the progression 
of the disease advanced cancer patients are less and less able to fulfill their professional and 
social roles. Instead the needs for practical help of close others and professional medical teams 
increase rapidly. This highlights the possible importance of attachment in advanced cancer 
patient’s mental health.  
Several studies reveal associations of attachment insecurity and psychosocial distress in cancer 
patients. Nicholls et al. (2014) examined the role of relationship attachment in psychological 
adjustment to cancer in patients and caregivers in a systematic review including five studies of 
advanced cancer patients. Securely attached patients utilize more positive coping strategies in 
their adjustment to the disease, whereas anxiously attached patients have poorer outcomes in 
mental health compared to dismissing or secure patients. This supports the theoretical basis of 
anxiously attached patients rather highlighting difficulties and negative emotions, whereas 
avoidant patients rather downplay symptoms in order to stay independent (Hunter, Davis, & 
Tunstall, 2006). Patient’s attachment styles seem to define how much independence versus 
stable and predictable relational support patients need during treatment. Thus, practical medical 
and psychooncological care can benefit from further knowledge about associations to mental 
distress, leading the therapist to a more sensitive way of building up a personal relationship to 
the client.    
1.4. Association of attachment and spiritual well-being 
Current findings suggest spiritual well-being to be a protective factor in the relationship 
between attachment insecurity and psychological distress (Hiebler-Ragger, Falthansl-
Scheinecker, Birnhuber, Fink, & Unterrainer, 2016). Moreover, social relatedness, strongly 
associated with attachment insecurity, was found to be an important predictor of spiritual well-
being (Lo et al., 2011b).  
There is yet limited knowledge about how the concepts of attachment insecurity and spiritual 
well-being influence and mediate psychological distress in advanced cancer patients. 
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Spiritual well-being can be understood as an outcome of successful meaning-focused coping 
processes (Park & Folkman, 1997). Park and Folkman (1997) theoretically integrated 
existential concepts into the stress and coping framework, evolving the Meaning Making Model 
(also see 1.2). This model contains two levels of meaning, global and situational. The authors 
describe Global Meaning as the most generalized level of meaning, containing “Beliefs about 
the World” (how benevolent is the world and other people), “Beliefs about the Self” (how love 
worthy is oneself and how much control does one have) and “Beliefs about the Self in the 
World” (how trustworthy and valuable are intimate relationships with others). Situational 
meaning includes the appraisal of the situation and attributions, influenced by people´s beliefs 
in their ability to control certain events. According to the Meaning Making Model, meaning-
focused coping processes can reduce discrepancies between Global and Situational Meaning in 
the context of advanced disease and through that enhance patients capacity to find spiritual 
equilibrium. 
Attachment insecurity may be associated with a more vulnerable pattern of global beliefs, 
especially those about the availability of close others. Insecurely attached individuals seem to 
expect others and the world as not being helpful in terms of need. Also their beliefs about the 
self in the world may be directly influenced by their first attachment experiences.  
Attachment orientation may underlie processes of meaning making: The attachment orientation 
is formed by infant´s early experiences and influences fundamentally what kind of beliefs - 
about the world and the self, especially about the availability of close others - people evolve. 
Attachment orientation is generated in context of the first relationship, through tactile tangency 
and responsiveness of the first attachment figure, grounded in emotional processes in earliest 
childhood. The generation of meaning, however, is an advanced step of creating assumptions 
and attributions about the world and oneself on a rational level. Individuals being insecurely 
attached may thus experience more challenges in coping with the relational demands of 
advanced cancer, which may reduce their ability to experience spiritual well-being through 
successful meaning-focused coping. 
1.5. Psychooncological Interventions 
High psychological distress in cancer patients leads to supportive care needs in this cliental, 
which have not been sufficiently addressed by traditional cancer care (Okediji, Salako, & 
Fatiregun, 2017). Suffering is not only documented for cancer patients, but also for their 
partners and families (Longo, Fitch, Deber, & Williams, 2006), which even increases the 
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number of patients being in need for psychooncological interventions. Psychosocial care for 
cancer patients has significantly improved over the last two decades, but requires further 
advancement, as gaps and barriers still exist (Weis, 2015). Interventions are most effectively 
integrated in a structured stepped-care model. Patients’ psychosocial distress, psychiatric 
comorbidity and individual needs should be assessed early in the treatment process, leading 
them to individualised treatment ranging from counselling to individual psychotherapy. 
Therefore internationally validated instruments are available (Donovan, Grassi, McGinty, & 
Jacobsen, 2014) and national guidelines for psychooncology have been published (AWMF, 
2014).  
Current research has proven efficacy of psychooncological treatment in reducing cancer 
patients’ psychological distress (Faller et al., 2013). Group and individual psychotherapy, 
relaxation training and couples psychotherapy are evaluated the best. However, studies included 
in this review were basically evaluating psychooncological interventions for female patients 
with breast cancer (Faller et al., 2013). Treatment options for advanced cancer patients are yet 
underrepresented. A review of cognitive behavioural interventions for patients with advanced 
cancer proclaims a lack of data concerning this research domain (Campbell & Campbell, 2012). 
Still, some evaluated interventions are available for those patients, specifically tailored to their 
existential distress (Schulz-Kindermann & Vehling, 2017). Effective therapeutic work is thus 
feasible despite limited life expectancy and specific limitations concerning the health of 
advanced cancer patients. Nevertheless, psychotherapeutic interventions for individuals with 
advanced disease need to be short-term and with enough flexibility to adjust to rapidly changing 
needs and clinical circumstances. Of eight interventions described in a review of existing 
meaning-based interventions for physically ill patients, only two are short-term (LeMay & 
Wilson, 2008): one was developed for patients with early stage cancer (Creamer, Burgess, & 
Pattison, 1992) and one for patients near the end of life (Chochinov et al., 2004). Many of the 
existing psychotherapies are group therapies (Kissane, 2009), although it is often difficult for 
patients with advanced disease to attend sessions at a fixed time in a group setting. Additionally, 
very few interventions focus on addressing medical treatment situations, in collaboration with 
the medical team (Rodin et al., 2009).  
The limited availability of therapeutic interventions for advanced cancer patients contrasts with 
the need of these patients for psychological support. The majority of individuals with cancer do 
not receive psychooncological interventions tailored to their individual situation, although it 
may help to enhance quality of life, reduce symptoms and to create meaning. 
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CALM intervention 
To address the lack of psychooncological interventions for patients with advanced cancer, Gary 
Rodin and colleagues (Hales et al., 2010) have developed a brief, individual, manualised 
psychotherapeutic intervention, referred to as Managing Cancer and Living Meaningfully 
(CALM). CALM aims to reduce depression and death anxiety, to strengthen communication 
with health care providers, and to enhance hope and meaning in life.  
CALM includes three to eight individual sessions, each approximately 45 min in length, 
delivered over six months. The sessions cover four domains: (a) symptom management and 
communication with health care providers; (b) changes in self and relations with close 
others; (c) spirituality, sense of meaning and purpose; and (d) preparing for the future, 
sustaining hope and facing mortality (Nissim et al., 2012).  
 CALM is a short-term therapy that is designed to be feasible for patients with advanced cancer. 
The scheduling of the therapy is very flexible and the focus may vary, depending on the issues 
that are most pressing for the patients. CALM is usually conducted in face-to-face sessions in 
an ambulatory setting, but sessions can also be carried, if necessary, by phone, in the patient’s 
home or in an inpatient unit. Though CALM is an individual therapy, a partner or close family 
member is encouraged to attend (Nissim et al., 2012). 
Despite the recent evaluation of CALM therapy in several international randomized controlled 
trials (Lo et al., 2016; Scheffold et al., 2015), we were beginning the evaluation of the therapy 
with a pilot study (Scheffold et al., 2014). In order to find out whether patients perceived CALM 
therapy as helpful before starting the RCT, we conducted a qualitative analysis. A recent 
systematic analysis of existential interventions on spiritual, psychological and physical well-
being in patients with cancer suggests higher standardization (Bauereiß, Obermaier, Özünal, & 
Baumeister, 2018). Scientific quality of the evaluation of psychooncological intervention is thus 
to be monitored and improved.   
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2. Research objectives
Even though high psychological distress in cancer patients is well known in research, studies 
concerning the contributing factors to this distress are underrepresented. Psychooncological 
interventions resolving the specific issues of advanced cancer patients have just been developed 
in the last decade and are about to be improved. Aiming at an increased quality of psychosocial 
care for those patients, factors contributing to an improved psychological health for advanced 
cancer patients need to be found. Existential resources, such as sources of meaning and spiritual 
well-being, as well as the concept of attachment insecurity can potentially be constructs to focus 
on and thereby improve in psychooncological interventions.  
The following questions conclude the core research of this thesis: 
1. Are existential resources, such as sources of meaning, associated with cancer patients’
psychological distress? (Publication I)
2. Is attachment insecurity associated with cancer patients’ psychological distress?
(Publication II)
3. Does Spiritual well-being mediate the association between attachment insecurity and
psychological distress? (Publication III)
4. How is the meaning-based short time intervention Managing Cancer and Living
Meaningfully (CALM) perceived as helpful in advanced cancer patients to deal with
their psychological distress? (Publication IV)
Research objectives
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3. Methods
The publications for this dissertation were derived from two different studies.  
3.1. Study design & Samples 
Study 1: 
Outpatients from the Clinic of Gynaecology at the University Medical Centre Hamburg-
Eppendorf and inpatients from the Department of Pneumology in the Hospital of Hamburg 
Großhansdorf admitted for treatment were recruited by trained members of the study team (T1). 
At six month-follow-up (T2), a second questionnaire was mailed to all participants’ home 
address. All patients were receiving active oncological treatment at time of recruitment. Patients 
older than 18 years were eligible and asked to participate in the study. Patients were excluded 
if they were too ill to complete the requirements of the study protocol or were unable to speak 
or read German. The study protocol was approved by the local medical association research 
ethics committee (Reference-No.: PV3421). Methodological approach, sample specifics and 
background can be referred to in publication I (Scheffold et al., 2014).  
Study 2: 
Study 2 was a randomized controlled trial (RCT) evaluating the meaning-based 
psychotherapeutic intervention for advanced cancer patients Managing Cancer and Living 
Meaningfully (CALM) (Lo et al., 2016) (Lo et al., 2015; 2016) in German cancer care settings 
(Scheffold et al., 2015). The study protocol was approved by local ethics committee in both 
study centres (Hamburg reference number: PV4435; Leipzig reference number: 143–14–
14042014). The study was also registered at ClinicalTrials.gov (NCT02051660). For the 
present analyses we obtained data from the pilot phase (publication IV) and from the baseline 
questionnaire of the RCT (II & III). 
The pilot study was conducted prior to initiating the RCT. We conducted the pilot study at the 
Psycho-oncology Outpatient Clinic at the University Medical Centre in Hamburg. Eligible 
patients seeking psychosocial counselling were fully informed about the study protocol by the 
CALM therapist. All patients provided written informed consent prior to study participation. 
Participants were asked to complete the Clinical Evaluation Questionnaire after each CALM 
session. After completing at least three pilot CALM sessions, a semi-structured interview was 
administered to the patients by the study coordinator in Hamburg who is not involved in the 
therapeutic process. Methodological approach, sample specifics and background can be 
referred to in publication IV (Scheffold et al., 2017). 
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For the RCT we recruited patients at two study centres in Hamburg and Leipzig. A trained study 
research assistant contacted patients with advanced cancer and assessed them for eligibility. 
Inclusion criteria comprised a malignant solid tumor disease of stages III or IV, at least 18 years 
of age and fluency in German, as well as a score greater than or equal to nine on the PHQ-9 
or/and greater than or equal to five on the Distress Thermometer (DT). We invited patients 
fulfilling these inclusion criteria to a face-to-face interview with the research assistant to receive 
comprehensive information about the RCT. During the face-to-face interview we evaluated 
exclusion criteria including deficits in communication, lack of willingness to attend therapy 
sessions, acute suicidality, score less than 20 points on the Short Orientation-Memory-
Concentration test (SOMC) or a level of less than 70 on the Karnofsky index. We further 
excluded patients in case they received parallel psychotherapy. At the end of the face-to-face 
interview we handed over the baseline questionnaire with a prepaid envelope. 
All patients provided written informed consent prior to participation and could withdraw their 
informed consent at all times without having any disadvantage in their medical or psychological 
treatment. In case patients decided not to participate in the study, reasons as well as basic 
demographic and medical characteristics were documented on a voluntary basis. 
Methodological approach, sample specifics and background can be referred to in publication II 
& III (Scheffold et al., 2018; Scheffold et al., 2019). 
3.2. Measures 
Study 1: 
Table 1. Instruments used in Study 1 
T1 
Baseline 
T2 
6 month-
follow-up 
Demographic Information¹ X 
Medical Information¹ X 
Patient Health Questionnaire - 9 (PHQ-9)¹ X X 
Generalized Anxiety Disorder - 7 (GAD-7)¹ X X 
Demoralization Scale (DS) X X 
NCCN Distress Thermometer X X 
Hospital Anxiety and Depression Scale – German Version (HADS-D) X X 
Life Attitude Profile (LAP-R)¹ X X 
Mental Adjustment to Cancer Scale (MACS-D) X 
Sources of Meaning Profile- Revised (SOMP-R)¹ X 
Memorial Symptom Assessment Scale (MSAS) Short Form¹ X 
¹Instruments used for publication I 
Methods
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The Depression module of the Patient Health Questionnaire (PHQ-9) (Löwe, Kroenke, Herzog, 
& Gräfe, 2004) measures depression on nine items, reflecting DSM-IV symptom criteria. Items 
are scored on a four-point Likert scale ranging from 0 (not at all) to 3 (nearly every day), with 
a total score ranging from 0 to 27. Scores ≥10 indicate moderate depression, and scores ≥15 
indicate severe depression. 
The GAD-7 is a validated brief measure for assessing generalized anxiety disorder (GAD) 
(Spitzer, Kroenke, & Williams, 1999). It contains seven items that reflect the most important 
of all DSM-IV symptom criteria for GAD. Items are scored from 0 (“not at all”) to 3 (“nearly 
every day”); the GAD-7 total score ranges from 0 to 21.  
The Memorial Symptom Assessment Scale (MSAS) (Portenoy et al., 1994) was used to assess 
the number of physical problems. The instrument comprises 28 physical symptoms that may 
occur as a result of cancer or its treatment. Patients were asked to indicate whether they had 
experienced each symptom during the past week. The total number of physical symptoms was 
calculated. 
Sources of meaning and personal meaning orientations were assessed using the 17-item Sources 
of Meaning Profile – Revised (SOMP-R) (Reker, 1996). Respondents rate how meaningful each 
source is to them at present on a seven-point Likert scale (1 = not at all meaningful, 7 = 
extremely meaningful). The breadth score (SOMP breadth) is defined by the number of sources 
of meaning rated 5 or higher. It thus indicates the quantity of highly important sources of 
meaning. 
The Personal Meaning Index (PMI) assesses global meaning with reference to the theories of 
Reker and Wong (1988) and Park and Folkman (1997). The PMI is a composite scale 
comprising the Purpose and Coherence subscales of the Life Attitude Profile – Revised (LAP-
R) (Reker, 1992). A higher PMI indicates higher global meaning. Items are rated on a seven-
point Likert scale from 1 (strongly disagree) to 7(strongly agree). The internal stability of the 
German version was α=0.84. 
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Study 2: 
Table 2. Instruments used in the CALM trial 
Screening Baseline 3 month-
follow-up 
6 month-
follow-up 
Demographic Information¹ X 
Medical & treatment related variables¹ X X X 
Short Orientation-Memory-Concentration test (SOMC) X 
Patient Health Questionnaire - 9 (PHQ-9) ¹ X X X 
NCCN Distress Thermometer X X X 
Beck Depression-Inventory II (BDI-II) X X X 
Death and Dying Distress Scale (DADDS) ¹ X X X 
Functional Assessment of Chronic Illness Therapy-
Spiritual Well-Being Scale (FACIT-SP) ¹ 
X X X 
The Experience in close Relationships Inventory Modified 
Short Term Version (ECR-M16) ¹ 
X X X 
Brief Fatigue Inventory X X X 
Posttraumatic Growth Inventory (PTGI) X X X 
Client Satisfaction Inventory (CSI) X X 
Memorial Symptom Assessment Scale (MSAS) Short 
Form 
X X X 
¹Instruments used for publication II & III 
The German adaptation of the Death and Dying Distress Scale (DADDS) (Engelmann et al., 
2016; Krause, Rydall, Hales, Rodin, & Lo, 2015; Lo et al., 2011a) is a self-report instrument 
assessing specific concerns of advanced cancer patients concerning insecurity about ones end 
of life, being a burden to others, as well as lost time and opportunities. The German adaptation 
includes nine instead of 15 items (Engelmann et al., 2016). Additionally, the Likert-scale was 
changed from a six-point to a five-point Likert-scale with mild and moderate distress put 
together to one label. Items can be scored from 0 (no distress) to 4 (very much distress), 
resulting in a sum score from 0 to 36, a higher score indicating higher distress. 
The Functional Assessment of Chronic Illness Therapy-Spiritual Well-Being Scale (FACIT-
SP) (Peterman, Fitchett, Brady, Hernandez, & Cella, 2002) is part of the FACIT measurement 
system and measures in what way spirituality and religion contribute to the quality of life of 
cancer patients. Patients are asked to indicate to what extent they agree with the twelve 
statements measuring the two subscales meaning/peace (eight items) and faith (four items). 
Items can be scored from 0 (not at all) to 4 (very much). FACIT-SP scores range from 0 to 48. 
High scores indicate spiritual well-being.   
The Experiences in Close Relationships Scale (ECR-M16) (Lo et al., 2009; Philipp et al., 2017) 
is a self-report instrument assessing patients’ experiences in close romantic as well as 
nonromantic relationships on the subscales Anxiety and Avoidance. The 16 items are scored on 
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a seven-point Likert scale ranging from 1 (disagree) to 7 (agree), with a subscale scores ranging 
from 8 to 56. According to the patients’ scores on these subscales means were used as cut-offs 
to obtain the four attachment orientations: secure, dismissing, preoccupied, fearful-avoidant. 
The German adaptation of the Death and Dying Distress Scale (DADDS) (Engelmann et al., 
2016) is a self-report instrument assessing specific concerns of advanced cancer patients 
concerning insecurity about one’s end of life, being a burden to others, as well as lost time and 
opportunities. Items can be scored from 0 (no distress) to 4 (very much distress), resulting in a 
sum score from 0 to 36, a higher score indicating higher distress. 
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Sources of meaning in cancer patients – influences on global meaning, anxiety and depression in a longitudinal
study
Although existential needs are highly prevalent in patients with cancer, specific sources of meaning have been
little explored. We investigated whether specific sources of meaning predict global meaning and psychological
distress. N = 258 patients with breast (45%), lung (39%) and gynaecological cancer (16%) completed a battery
of validated questionnaires at T1. Six months later (T2), n = 183 (78%) patients participated again. The primary
outcomes – sources of meaning, global meaning and psychosocial distress – were measured with the Sources
of Meaning Profile-Revised (SOMP-R), Life Attitude Profile-Revised (LAP-R) and modules for depression
and anxiety of the Patient Health Questionnaire (PHQ-9, GAD-7). Most important sources of meaning were
‘engaging in personal relationships’, ‘preserving human values and ideals’ and ‘feeling financially secure’.
Stepwise multivariate regression analyses controlling for demographic and medical factors revealed that
‘engaging in personal relationships’, ‘preservation of culture and tradition’ and ‘interest in social and/or
political causes’ predicted lower depression. ‘Leaving a legacy for the next generation’ and ‘feeling financially
secure’ predicted both higher depression and anxiety. The findings highlight the relevance of sources of
meaning for the psychological well-being of cancer patients and point towards specific sources of meaning that
should be focused in psychosocial interventions.
Keywords: sources of meaning, global meaning, longitudinal design, psycho-oncology, depression,
anxiety.
INTRODUCTION
Humanistic and existential philosophers have highlighted
the basic human ability and need to experience meaning
in life for decades (Yalom 1980; Frankl 1999). They have
especially emphasised the fact that existential needs
are often provoked by life-threatening illness and the
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confrontation with death (Yalom 1980; Frankl 1999;
Sherman et al. 2010). Cancer patients are confronted with
difficult changes in several areas of life and issues concern-
ing the finiteness of life and the purpose of one’s existence.
Thus, existential needs were found to be highly prevalent
in this population (Portenoy et al. 1994; Lee & Loiselle
2012). In addition, cancer may question individual atti-
tudes, values and goal orientations, often leading to issues
concerning the meaning of life (Lee 2008). Kissane (2012)
describes a typology of existential distress including the
search for meaning as one of eight major forms of existen-
tial challenges among patients with cancer. Furthermore,
existential concerns seem not restricted to specific disease
phases. As Lee and Loiselle (2012) state, existential issues
are prevalent over the whole cancer continuum, from early
disease phases to survivorship.
Frankl (1999) established a fundamental theoretical
basis concerning the importance of existential issues in
the context of suffering. In Frankls’ tradition, Reker and
Wong (1988, 2012) developed a model of meaning by dis-
tinguishing two different dimensions of meaning in life:
the ‘experience of meaning’ on the one hand and the
‘meaning of experience’ on the other hand. These dimen-
sions of meaning are similar to the distinction between
global and situational meaning made by the meaning-
making model of Park and Folkman (1997). This model
focuses on the cognitive appraisal of the actual situation.
The authors state that meaning may be developed follow-
ing a stressful life event through either a new appraisal
on a situational level or changed world assumptions and
personal values on a global level. Many cross-sectional
(Jaarsma et al. 2007; Lee 2008; Mehnert & Koch 2008;
Sherman et al. 2010) and few longitudinal (Vehling
et al. 2011, 2012) studies have documented associations
between global meaning and indicators of psychological
adaptation such as lower distress and better coping strat-
egies. However, sources of meaning as specific subjective
matters of personal meaning have rarely been studied
in the psycho-oncological literature (Fegg et al. 2007).
Jaarsma et al. (2007) state that the analysis of sources of
meaning would contribute to the understanding of quality
of life in the context of existential distress in cancer
patients. Additionally, sources of meaning may be rel-
evant especially for cancer patients, because they indicate
an involvement of the patient in specific activities and the
ability to value these areas of life, rather than giving up
and being dominated by the treatment and its challenges
(Krause 2009). Reker and Wong (1988) describe four cat-
egories of sources of meaning. Self-transcendent sources
of meaning refer to transcendent aspects of life. Reker and
Wong (1988) and also Frankl (1996) supposed a strong
association of self-transcendent sources of meaning and
global meaning. Collectivistic sources of meaning mainly
refer to values and welfare of the whole community. Indi-
vidualistic sources of meaning concentrate on personal
growth and realising one’s own potential. Finally, hedon-
istic sources of meaning focus on the satisfaction of direct
needs and the participation in leisure activities. Other
authors were able to replicate these sources of meaning
among patients with cancer in quantitative and qualita-
tive studies (Debats 1999; Fegg et al. 2007).
In addition to the investigation of specific sources
of meaning, longitudinal studies analysing the predictive
effect of constructs of meaning on psychological distress
are rare. However, especially longitudinal studies are
claimed to be critical for the next step of investigations
concerning meaning in life (Johnson Vickberg et al. 2001;
Sherman & Simonton 2012; Vehling et al. 2012). Particu-
larly associations between sources of meaning and psycho-
logical distress in cancer patients have not been analysed in
a longitudinal design so far.
Based on the foregoing considerations, the current study
evaluates the relevance of specific sources of meaning
in cancer patients, as well as the longitudinal association
between these sources and global meaning. Furthermore,
the impact of sources of meaning on psychosocial distress
among cancer patients is investigated in a longitudinal
design. In detail, the following research questions are
addressed in this paper:
1. Which sources of meaning are relevant for cancer
patients?
2. Do specific sources of meaning predict global meaning
during the course of cancer?
3. Do specific sources of meaning predict anxiety and
depression during the course of cancer?
METHODS
Outpatients from the Clinic of Gynecology at the Univer-
sity Medical Centre Hamburg-Eppendorf and inpatients
from the Department of Pneumology in the Hospital
of Hamburg Großhansdorf admitted for treatment were
recruited by trained members of the study team (T1). All
patients were receiving active oncological treatment at
time of recruitment. Patients older than 18 years were
eligible and asked to participate in the study. Patients
were excluded if they were too ill to complete the require-
ments of the study protocol or were unable to speak
or read German. The study protocol was approved by
the local medical association research ethics committee
(Reference-Nr.: PV3421).
Sources of meaning in cancer patients
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A total number of 614 patients were eligible, of which
270 (44%) declared participation by written informed
consent. Reasons for non-participation were provided
by 118 (34%) out of 344 non-participants and included
physical and psychological distress (44.1%), lack of inter-
est (34.7%) as well as organisational and other reasons
(21.2%). Of 270 participants who were enrolled at the first
measurement, 12 (4.4%) were excluded from analyses due
to missing data.
At 6-month follow-up (T2), a second questionnaire
was mailed to all participants’ home address. During this
interval, 30 patients (11.1%) had died, and four (1.5%) had
moved to an unknown address. Of the remaining 236
patients, 183 (78%) patients responded at T2.
Non-responder analyses (T1) indicated participants
being younger than non-participants (M = 59.08 ± 11.02
vs. M = 65.24 ± 10.73) (P ≤ 0.001; d = 0.26) and having
a higher degree of education (P ≤ 0.001). Among partici-
pants, breast cancer was more frequent, whereas lung
cancer and gynaecological cancers were less frequent (P ≤
0.001). Participants and non-participants did not differ
with regard to gender and time since diagnosis (P-values
≥0.15).
Measures
Demographic variables were obtained by a standardised
self-report measure. Cancer and treatment related charac-
teristics were obtained from medical charts. The follow-
ing self-report assessment tools were used to measure the
constructs of interest:
Sources of meaning and personal meaning orientations
were assessed using the 17-item Sources of Meaning
Profile-Revised (SOMP-R; Reker 1996). Respondents rate
how meaningful each source is to them at present on
a seven-point Likert scale (1 = not at all meaningful, 7 =
extremely meaningful). Sources of meaning fall into four
categories: hedonistic (e.g. participating in leisure activi-
ties), individualistic (e.g. taking part in creative activities),
collectivistic (e.g. interest in social and/or political causes)
and transcendent (e.g. taking part in religious activities).
All sources of meaning were included in analyses as indi-
vidual variables. The internal consistency was α = 0.83.
In addition, the breadth score (Reker 1996) was calculated.
The breadth score (SOMP breadth) is defined by the
number of sources of meaning rated 5 or higher. It thus
indicates the quantity of highly important sources of
meaning.
The Personal Meaning Index (PMI) assesses global
meaning with reference to the theories of Reker and Wong
(1988) and Park and Folkman (1997). The PMI is a compos-
ite scale comprising the Purpose and Coherence subscales
of the Life Attitude Profile-Revised (LAP-R; Reker 1992).
A higher PMI indicates higher global meaning. Items
are rated on a seven-point Likert scale from 1 (strongly
disagree) to 7 (strongly agree). The internal stability of the
German version was α = 0.84.
Depressive symptoms were measured using the depres-
sion module of the Patient Health Questionnaire (PHQ-9)
(Löwe et al. 2002). The PHQ-9 consists of nine items refer-
ring to each of the DSM-IV (Diagnostic and Statistical
Manual of Mental Disorders – IV) criteria of major depres-
sion. Items assess the frequency of depressive symptoms
within the past 2 weeks. The PHQ-9 total score ranges
from 0 to 27; items are scored from 0 (‘not at all’) to 3
(‘nearly every day’).
Symptoms of anxiety were measured using the GAD-7
(Spitzer et al. 1999), which is a validated brief measure for
assessing generalised anxiety disorder (GAD). It contains
seven items that reflect the most important of all DSM-IV
symptom criteria for GAD. Items are scored from 0 (‘not at
all’) to 3 (‘nearly every day’); the GAD-7 total score ranges
from 0 to 21.
The Memorial Symptom Assessment Scale (MSAS;
Portenoy et al. 1994) was used to assess the number of
physical problems. The instrument comprises 28 physi-
cal symptoms that may occur as a result of cancer or
its treatment. Patients were asked to indicate whether
they had experienced each symptom during the past
week. The total number of physical symptoms was cal-
culated.
Statistical analysis
Statistical analyses were carried out using the Statistical
Package for the Social Sciences, version 16.0. Group dif-
ferences were calculated using univariate analysis of vari-
ance and t-tests in metric data and χ2-tests in nominal
data. Bivariate associations between variables were calcu-
lated using Pearson’s product–moment correlation coeffi-
cient. Cohen’s (1988) standardised effect size was
calculated in order to provide an estimate of the magni-
tude of effect. Research question one was examined by
standard descriptive analyses. Multivariate analysis of
variance was used to assess longitudinal changes in metric
variables. Concerning the second research question, a
multiple stepwise regression analysis was conducted to
assess the influence of different sources of meaning on
global meaning. Research question three was examined
using multiple hierarchical stepwise regression analyses
to evaluate the influence of sources of meaning after con-
trolling for demographic and medical variables in the
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first two blocks. To control for possible multi-collinearity,
intercorrelations between predictors and tolerance values
were determined. Analyses of skewness, kurtosis and P–P
plots indicated normality of distributions for metric vari-
ables. Given the explorative purpose of the current study,
the number of observations per predictor was considered
adequate. Two-tailed tests of significance were performed
using a significance level of P < 0.05.
RESULTS
Table 1 displays demographic and medical characteristics
of the study sample. Means and standard deviations for
depression, anxiety and global meaning are displayed
in Table 2. At T1 (T2), 29% (22%) of the patients showed
moderate to severe depression, and 9% (11%) showed
moderate to severe anxiety. Anxiety (mean value) signifi-
cantly increased from T1 to T2 (P = 0.021), while depres-
sion did not change.
Sources of meaning in cancer patients
Table 3 displays the sources of meaning and their impor-
tance for cancer patients at T1. For all 17 sources of
meaning descriptive data are presented including mean,
standard deviation and percentage of patients reporting
the source as important (indicated by item scores 5, 6 or 7
Table 1. Demographic and medical sample characteristics
(N = 258)
n %
Mean age in years (SD; range) 58.71 (11.02; 28–83)
Gender
Female 189 73.3
Male 69 26.7
Marital status
Married 159 63.9
Divorced 32 12.9
Never married 29 11.6
Widowed 29 11.6
Partnership 132 71.7
Children 192 75.3
Educational level
Elementary school 88 34.4
Junior high school 73 28.5
High school/university degree 84 32.8
Other/non 11 4.4
Employment status
Retired 116 45.8
Employed (full-time) 65 25.7
Employed (part time) 35 13.8
Housewife/-husband 18 7.1
Unemployed/other 19 7.5
Tumour diagnosis 3 1.2
Breast 116 45.0
Lung 101 39.1
Gynaecological 41 15.9
Treatment intention
Curative 113 43.1
Palliative 145 56.2
Mean months since initial
diagnosis (SD; range)
50.03 (54.82; 10–338)
Table 2. Mean, standard deviation (SD) and significance of differ-
ences for anxiety, depression and global meaning at T1 and T2
T1 T2
P dM SD M SD
Anxiety 3.95 3.73 4.49 3.89 0.021 0.029
Depression 6.93 4.25 6.69 4.67 0.734 0.001
Global Meaning 3.93 1.21 4.19 1.22 0.013 0.035
Table 3. Descriptive data for sources of meaning (T1)
Sources of meaning M SD %*
Engaging in personal relationships with family and/or friends 6.39 1.09 92.2
Preserving human values and ideals 5.74 1.39 81.3
Feeling financially secure 5.75 1.23 81.2
Relationship with nature 5.67 1.38 80.7
Participation in ‘hedonistic’ activities 5.61 1.28 79.7
Being of service to others 5.5 1.53 78.6
Meeting basic, everyday needs 5.72 1.3 78.0
Participation in leisure activities 5.07 1.57 61.2
Preservation of culture and tradition 4.58 1.67 51.9
Taking part in creative activities 4.64 1.66 50.2
Interest in human rights (humanistic concerns) 4.41 1.76 49.2
Experiencing personal growth 4.39 1.7 46.5
Leaving a legacy fort the next generation 4.24 1.96 45.6
Being acknowledged for personal achievements 4.4 1.59 44.6
Acquiring material possessions to enjoy the good life 3.67 1.67 29.2
Interest in social and/or political causes 3.41 1.77 24.9
Taking part in religious activities 2.43 1.75 11.2
*Percentage of patients rating each source of meaning as important (defined by item score ≥5).
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on a seven-point Likert scale).The most important source
of meaning was ‘engaging in personal relationships with
family and/or friends’, which was rated as important by
92.2% of the patients. The importance of specific sources
of meaning did not significantly change from T1 to T2,
except for a decrease of ‘being of service to others’ (P =
0.025; d = 0.28).
The breadth score of sources of meaning is defined by
the number of important sources (indicated by item scores
≥5). At T1, patients reported on average M = 9.83 (SD =
3.48; range: 0–16) important sources of meaning. At T2,
the number of important sources of meaning was M =
10.04 (SD = 3.39; range: 0–17).
Sources of meaning as predictors of global meaning
Intercorrelations among predictor variables were calcu-
lated. Among the 17 sources of meaning, intercorrelations
ranged between r = 0.01 and r = 0.59. Values of tolerance
ranged between 0.65 and 0.95.
Stepwise multiple regression analyses were carried
out in order to determine the role of all sources of
meaning and the breadth of important sources of
meaning at T1 in predicting global meaning after a
period of 6 months (T2). Table 4 reports the resulting
coefficients. Analyses show that sources of meaning
make a sizeable contribution to the prediction of global
meaning, indicated by a total explained variance of R2 =
0.285. Significant positive predictors were an ‘interest
in social and/or political causes’ (β = 0.21; P = 0.009),
‘taking part in religious activities’ (β = 0.15; P = 0.037)
and ‘experiencing personal growth’ (β = 0.16; P = 0.047).
The number of important sources of meaning also
significantly predicted higher global meaning (SOMP
breadth, β = 0.12; P = 0.001). ‘Being acknowledged for
personal achievements’ (β = −0.27; P = 0.000) and ‘acquir-
ing material possessions to enjoy the good life’ (β =
−0.14; P = 0.008) had a significant negative impact on
global meaning.
Sources of meaning as predictors for anxiety
and depression
In order to test for possible multicollinearity, intercorre-
lations among predictor variables were calculated. Inter-
correlations ranged between r = 0.01 and r = 0.46. Values of
tolerance ranged between 0.9 and 1.0.
Two separate regression models were calculated in
order to predict anxiety and depression, where predictor
variables were entered to the respective equation in three
steps: first, demographic variables (age, gender and having
children) were entered as a block. Second, medical vari-
ables (month since diagnosis, disease stage and number of
physical problems) were included. In a third step, sources
of meaning and the breadth of sources of meaning were
entered in order to ascertain the unique predictive value of
these variables over and above demographic and medical
factors as well as physical symptom impairment. Table 5
reports the resulting coefficients. Analyses showed that
when entered to the regression equation, sources of
meaning made a substantial contribution to the prediction
of the two dependent variables, indicated by an ΔR2 = 0.07
for anxiety and ΔR2 = 0.13 for depression. The following
control variables remained of significant importance
in the total model: a higher number of physical problems
significantly predicted higher anxiety and depression,
whereas older age was a negative predictor of anxiety only.
Different sources of meaning emerged as significant
predictors for anxiety and depression. A higher number of
important sources of meaning predicted lower anxiety at
T2 (SOMP breadth, β = −0.32; P ≤ 0.001), whereas ‘leaving
a legacy for the next generation’ (β = 0.22; P = 0.017) and
‘feeling financially secure’ (β = 0.17; P = 0.025) predicted
higher anxiety at T2. In total, sources of meaning
explained 7% (ΔR2 = 0.068) of the variance of anxiety
(Table 5). The following sources of meaning significantly
predicted depression: ‘Preservation of culture and tradi-
tion’ (β = −0.28; P ≤ 0.001), ‘interest in social and/or politi-
cal causes’ (β = −0.21; P = 0.009) and ‘engaging in personal
Table 4. Stepwise regression analysis of global meaning at T2 (n = 168)
Sources of meaning (T1)
Global meaning T2
Adjusted R2b S.E.b β P ≤
Interest in social and/or political causes 0.14 0.06 0.21 0.009
Taking part in religious activities 0.10 0.05 0.15 0.037
Being acknowledged for personal achievements −0.27 0.06 −0.36 0.000
SOMP breadth 0.12 0.04 0.33 0.001
Acquiring material possessions to enjoy the good life −0.14 0.05 −0.19 0.008
Experiencing personal growth 0.11 0.06 0.16 0.047
0.285
Abbreviations: b, unstandardised regression coefficient; S.E.b., standard error of b; β, standardised regression coefficient SOMP,
Sources of Meaning Profile.
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relationships with family and/or friends’ (β = −0.16;
P = 0.028) predicted lower depression at T2, whereas
‘leaving a legacy fort the next generation’ (β = 0.31; P ≤
0.001) and ‘feeling financially secure’ (β = 0.14) (P = 0.044)
predicted higher depression at T2. In total, sources of
meaning explained 13% (ΔR2 = 0.134) of the variance of
depression (Table 5).
DISCUSSION
The present longitudinal study aimed to examine the
importance of specific sources of meaning among can-
cer patients and the extent to which global meaning,
anxiety and depression are predicted by these sources of
meaning.
In comparison with results of a study by Prager (1996)
using the SOMP in healthy individuals, cancer patients in
the present sample rated a number of sources of meaning
as comparably important. Hence, personal relationships,
meeting basic, personal needs and the preservation of
culture and tradition are highly relevant in both samples.
Nevertheless, some sources of meaning seem to be more
important among cancer patients, including feeling finan-
cially secure and participating in hedonistic activities.
The increased relevance of financial security could be
explained by worries concerning job-related insecurity
associated to cancer diagnosis and treatment. The multi-
ple strains regarding financial stress of cancer patients
have been documented previously (Francoeur 2001;
Hanratty et al. 2007). Additionally, cancer patients are at
increased risk for unemployment and early retirement,
which leads to reduced household incomes (Carlsen et al.
2008; Mehnert 2011). These factors may additionally
contribute to financial insecurity in cancer patients.
The importance of participating in hedonistic activities
could be explained in the light of invasive treatments and
hospitalisation of cancer patients. Patients facing death
and getting aware of a reduced amount of time left may
especially focus on activities which enhance their quality
of life. On the other side, interest in social and/or political
causes is rated as less important by cancer patients. This
source of meaning is linked to a higher level of needs
(self-actualisation, self-transcendence and esteem) within
Maslow’s hierarchy of needs (Maslow & Frager 1987;
Maslow 1993). Differences in the evaluation of important
sources of meaning may be connected to the influence
of the cancer experience on specific needs and therefore
also sources of meaning. Hence, sources of meaning that
are related to lower hierarchical levels (physiological and
security needs) such as meeting basic, everyday needs and
feeling financially secure are rated as more important.
These results are consistent with Maslow’s (Maslow &
Frager 1987; Maslow 1993) assumption that needs belong-
ing to higher hierarchical levels are only activated when
needs of lower levels are already satisfied.
Findings of this study support the hypothesis that global
meaning is predicted by specific sources of meaning. Some
of these sources of meaning, such as taking part in reli-
gious activities and interest in social and/or political
causes are defined by Reker (1996) as self-transcendent.
These findings are in accordance with Frankl (1996) and
Reker and Wong (1988, 2012), who postulated a strong
association between self-transcendent sources of mean-
ing and global meaning. Other significant predictors of
global meaning in the present study were the breadth
of important sources of meaning and the experience of
personal growth. The more sources of meaning patients
rate as important, the more global meaning they perceive,
Table 5. Hierarchical, stepwise regression analysis for sources of meaning predicting anxiety and depression (N = 168)
Predictors b S.E.b β P ≤ ΔR2 Adjusted R2
Anxiety T2
Final model 0.068 0.134
Age −0.01 0.00 −0.21 0.008
Number of physical problems 0.02 0.01 0.20 0.006
SOMP breadth −0.05 0.02 −0.32 0.001
Leaving a legacy 0.06 0.03 0.22 0.017
Financial security 0.08 0.04 0.17 0.025
Depression T2
Final model 0.13 0.204
Number of physical problems 0.03 0.01 0.28 0.000
Preserve culture and tradition −0.09 0.03 −0.28 0.001
Leaving a legacy 0.08 0.02 0.31 0.001
Interest in social/political causes −0.06 0.02 −0.21 0.009
Personal relationships −0.08 0.04 −0.16 0.028
Financial security 0.06 0.03 0.14 0.044
Abbreviations: b, unstandardised regression coefficient; S.E.b., standard error of b; β, standardised regression coefficient; ΔR2, change
in R2 compared with previous model due to sources of meaning; SOMP, Sources of Meaning Profile.
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consistent with the hypothesis of Reker (2000). Further,
personal growth might have a self-transcendent character
in the context of a serious disease. After diagnosis of
cancer, many individuals describe an inner process of
maturing linked to an improvement of several factors,
such as personal relationships and being more honest
to themselves and others. These changes are defined as
posttraumatic growth (Tedeschi & Calhoun 1996), which
relates to positive psychological changes after a traumatic
experience. This process enables people to reflect past
events in a healthy way and is connected to a stronger
appreciation of the reality of life. This development
has repeatedly been observed in cancer patients (Jim &
Jacobsen 2008) and is consistent with assumptions made
by Park and Folkman (1997) concerning the development
of meaning in the context of traumatic situations.
Two sources of meaning were found to reduce global
meaning: Being acknowledged for personal achievements
and acquiring material possessions to enjoy the good life
are more difficult to achieve for cancer patients. Moreo-
ver, they evolve from the appreciation of others and may
thus more likely be shattered. Patients placing emphasis
on personal achievements and material possessions as a
source of personal meaning may thus be at a higher risk
for distress, as they do not lean primarily on themselves.
Consistently, Pinquart et al. (2009) ascertain that in the
context of cancer and especially during treatment,
patients will have increasing difficulties to achieve mate-
rial and work-related goals. In their opinion, a high impor-
tance of those goals may lead to frustration and reduced
global meaning.
While controlling for age, gender and physical problems,
specific sources of meaning were significant predictors
of psychological distress after 6 months. These results
emphasise the significance of personal sources of meaning
for the psychological well-being of cancer patients. Spe-
cifically, engaging in personal relationships, preservation
of culture and tradition and interest in social and/or politi-
cal causes were found to predict reduced depressive symp-
toms during the course of the disease. Social support
as a main outcome of personal relationships is strongly
related to a number of positive emotions such as love and
feelings of safety and security. Moreover, social support
has previously been found to reduce distressing emotions
(Jones et al. 2012) and to decrease the negative effect of
physical symptoms on quality of life in cancer patients
(Manning-Walsh 2005). The preservation of culture and
tradition is linked to being part of a certain society and
history and therefore facilitates a feeling of stability and
security in the context of changing life circumstances
among cancer patients. In this context, Habermas and
Bluck (2000) describe biographical coherence as a poten-
tial source of personal meaning, which is characterised
through fixed points in life. This dimension helps to estab-
lish an individually coherent sequence of life events and
may thus stabilise life. Interest in social and/or political
causes may be associated to the possibility of perceiving
the personal living condition of others. Helping other
people and taking the perspective of the community or
society through engagement in politics may get people
involved in problems of others and result in being less
caught in the current personal situation of being diag-
nosed with cancer. This may be an important considera-
tion regarding recent findings of cancer patients’ intrusive
thoughts being associated with higher levels of depres-
sive symptoms, negative affect and physical functioning
during the course of illness (Dupont et al. 2013). In the
present study, patients were also found to be less anxious,
if they rate a higher number of sources of meaning as
important. A high diversity of important areas of life may
thus reduce anxiety related tension through shifting per-
spective from the individual disease and situation.
On the other hand, sources of meaning, such as leaving
a legacy for the next generation and feeling financially
secure were related to increased psychological distress.
Especially leaving a legacy may not only depend on per-
sonal achievements, but requires appreciation by others.
In this context, Esbensen et al. (2012) showed that depend-
ence was negatively related to quality of life in elderly
cancer patients. Sources of meaning involving dependence
on others might thus be more difficult to achieve and
reduce personal well-being. As mentioned above, cancer
patients often worry about their financial situation, which
may be associated to higher anxiety.
The described results shall further be summarised in the
perspective of the development of meaning-based inter-
ventions. Despite the high prevalence of existential con-
cerns (Lee & Loiselle 2012) and replicated associations of
meaning and psychological well-being in cancer patients,
only few meaning-based psychological interventions have
been developed (LeMay & Wilson 2008; Breitbart et al.
2010; Nissim et al. 2012). In this context, Pearce et al.
(2012) highlight that the neglect of existential needs in
cancer patients violates standards of patient-centred,
oncological care, illustrating the need for further develop-
ment of such interventions. When focusing on specific
sources of meaning, psychosocial care should take into
account their accessibility. Consistently, Pinquart et al.
(2009) state that interventions should focus on accessible
life goals in order to create global meaning. Emphasis on
personal relationships as well as specific contents reach-
ing beyond the personal situation of the disease might
SCHEFFOLD ET AL.
© 2013 John Wiley & Sons Ltd478
25
reduce symptoms of depression. Simultaneously, increas-
ing the breadth of important areas in life might reduce
anxiety among cancer patients. Further, the possibility
to realise specific sources of meaning in everyday life and
the minimisation of the dependence of these sources on
others need to be taken into account. Therapeutic inter-
ventions need to focus on behavioural levels in order to
link the abstract concept of sources of meaning to con-
crete changes in patient’s everyday life.
The interpretation of our results is limited by small
resulting R2 values, indicating that additional factors need
to be considered in order to achieve optimal explanation of
dependent variables. Moreover, further validation of the
German version of the SOMP-R is necessary. The question-
naire should be tested in healthy populations to control
for possible variations based on the current sample of
cancer patients, as suggested by Jaarsma et al. (2007). Spe-
cific emphasis should be placed on the translation of the
instrument, as Prager (1996) points to the difficulties in the
translation of abstract meaning-related concepts. Finally,
due to the rather low participation rate of cancer inpatients
at T1, the sample might be biased towards less distressed
cancer patients. Due to advanced illness and poor physical
state, a number of patients declared feeling unable to fill
out the questionnaire. However, lower participation rates
in recruitment of cancer patients, especially from inpatient
settings, are common (Jacobsen et al. 2012).
These considerations also contributed to the definition
of the second measurement point in the present study.
As a substantial number of patients was diagnosed with
advanced cancer, the second measurement was conducted
after 6 months in order to reduce drop-outs related to
decreasing physical status and death. Six months may
nevertheless seem short to detect substantial changes in
meaning related constructs. Yet, longitudinal data provide
additional information to the current research question.
Studies investigating related research questions in cancer
patients have also used longitudinal designs with 3–6
months between measurement points (Pinquart et al.
2009; Sherman et al. 2010; Vehling et al. 2011). Future
studies should nevertheless examine the course of
meaning-related constructs in patients with cancer over a
longer period of time. In order to enhance knowledge about
specific sources of meaning and their association with
psychosocial health in cancer patients, studies should also
focus on processes related to changes in meaning orienta-
tions and enhancement of psychological well-being. This
would generate implications for further development of
meaning-based interventions.
In summary, the examination of specific sources
of meaning contributes to the understanding of global
meaning and psychological distress and the development
of meaning-based interventions in the context of cancer.
According to Frankl (1996), individuals are capable of
finding meaning in life, even in extremely stressful situ-
ations. Sources of meaning should hence be considered
in future research and meaning-based psychosocial inter-
ventions, as emphasised by Breitbart et al. (2012).
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Objective: We aimed to explore attachment and its association with psychological distress in 
patients with advanced cancer. 
Background: The prevalence of depression and anxiety disorders are high in advanced cancer 
patients. Research exploring contributing intraindividual factors is underrepresented. Cancer 
patients´ feeling of security and trust in health care providers have a significant influence on 
how patients deal with their disease. Patient attachment styles affect the perception of social 
support and influences their reactions to feelings of dependency and the loss of control. 
Method: We obtained data from the baseline measurement of a randomized controlled trial in 
advanced cancer patients. Patients were sampled from the University Medical Centers of 
Hamburg and Leipzig, Germany. Main outcome measures included the Patient Health 
Questionnaire (PHQ-9), the Death and Dying Distress Scale (DADDS), the Memorial Symptom 
Assessment Scale (MSAS) and the Experience in Close Relationships Scale (ECR-M16) for 
assessing attachment insecurity. 
Results: A total of 162 patients were included. We found that 64 % of the patients was 
insecurely attached (fearful-avoidant 31%, dismissing 17% and preoccupied 16%). A 
dismissing attachment style was associated with more physical symptoms, but did not predict 
psychological distress. A fearful-avoidant attachment style significantly predicted higher death 
anxiety and depression, whereas preoccupied attachment predicted higher death anxiety only. 
Overall, insecure attachment contributed to the prediction of depression (10%) and death 
anxiety (14%). 
Conclusion: The concept of attachment plays a relevant role in advanced cancer patient’s 
mental health. Health care providers can benefit from knowledge of advanced cancer patients’ 
attachment styles and how they relate to specific mental distress. Developing a better 
understanding of patients’ reactions to feelings of dependency and distressing emotions can 
help to develop individually tailored advanced cancer care programs and psychotherapeutic 
interventions. 
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ABSTRACT
Objective: The prevalence of depression as well as adjustment and anxiety disorders is high in
advanced cancer patients, and research exploring intraindividual factors leading to high
psychological distress is underrepresented. Cancer patients’ feelings about security and trust in
their healthcare providers have a significant influence on how they deal with their disease. The
perception of social support is affected by patients’ attachment styles and influences their
reactions to feelings of dependency and loss of control. We therefore aimed to explore attachment
and its association with psychological distress in patients with advanced cancer.
Method:We obtained data from the baseline measurements of a randomized controlled trial in
advanced cancer patients. Patients were sampled from the university medical centers of
Hamburg and Leipzig, Germany. The main outcome measures included the Patient Health
Questionnaire, the Death and Dying Distress Scale, the Memorial Symptom Assessment Scale,
and the Experience in Close Relationships Scale for assessing attachment insecurity.
Results: A total of 162 patients were included. We found that 64% of patients were insecurely
attached (fearful-avoidant 31%, dismissing 17%, and preoccupied 16%). A dismissing
attachment style was associated with more physical symptoms but did not predict psychological
distress. A fearful-avoidant attachment style significantly predicted higher death anxiety and
depression, whereas preoccupied attachment predicted higher death anxiety only. Overall,
insecure attachment contributed to the prediction of depression (10%) and death anxiety (14%).
Significance of results: The concept of attachment plays a relevant role in advanced cancer
patients’ mental health. Healthcare providers can benefit from knowledge of advanced cancer
patients’ attachment styles and how they relate to specific mental distress. Developing a better
understanding of patients’ reactions to feelings of dependency and distressing emotions can help
us to develop individually tailored advanced cancer care programs and psychotherapeutic
interventions.
KEYWORDS: Advanced cancer, Attachment, Depression, Death anxiety
INTRODUCTION
Cancer patients have various psychological reactions
to the diagnosis and treatment of their disease. De-
pression, adjustment, and anxiety disorders are
highly prevalent (Adelbratt & Strang, 2000; Kuhnt
et al., 2016; Mitchell et al., 2011; Tong et al., 2016),
especially in advanced cancer patients (Kolva et al.,
2011; Walker et al., 2013). However, there is a lack
of research on the intraindividual psychological fac-
tors that can lead to high psychological distress in
this population.
During the course of their treatment, cancer pa-
tients’ expectations and perceptions of social support
are fundamental to a feeling of security and trust in
their healthcare providers, and they have a big
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influence on how patients deal with their disease
(Glinska et al., 2012; Holwerda et al., 2012). Attach-
ment theory offers an explanation of individual per-
ceptions of social support and the way one reacts to
loss of security in terms of interpersonal interactions
(McLean & Nissim, 2007). Depending on their first
meaningful relationships, individuals form expecta-
tions about the availability and responsiveness of
others close to them and develop a secure or insecure
attachment style. Attachment insecurity can be fur-
ther described on the two continuous dimensions of
“avoidance” and “anxiety” (Brennan et al., 1998; Fra-
ley & Shaver, 2000). Securely attached individuals
expect others to be available and helpful when they
need them and feel worthy of their help. Anxiously
attached individuals do not feel worthy of another
person’s help and constantly worry about the avail-
ability of others. In case of a cancer diagnosis, anx-
iously attached patients utilize primary care more
frequently and report more somatic symptoms (Cie-
chanowski et al., 2002; 2003). Avoidantly attached in-
dividuals do not experience close others as helpful in
terms of regaining security and therefore have diffi-
culties with intimacy. In the case of a somatic disease,
avoidantly attached patients thus express little need
for help and can hardly bear to be dependent on oth-
ers (Tan et al., 2005). Despite the evidence for the
two-dimensional approach (Brennan et al., 1998), a
categorical approach has proven useful in clinical
practice. Based on the two dimensions of anxiety
and avoidance, Bartholomew and Horowitz (1991)
proposed a four-category model that characterizes at-
tachment based on the individual extent of anxious
and avoidant tendencies. While secure individuals
demonstrate low anxiety and low avoidance, insecure
individuals exhibit high anxiety and low avoidance
(“preoccupied” attachment), low anxiety and high
avoidance (“dismissing” attachment), or both high
anxiety and high avoidance (“fearful-avoidant” at-
tachment).
The attachment system becomes activated in
times of high stress (Bowlby, 1977), such as a life-
threatening medical disease (Mikulincer & Shaver,
2007a; Milberg et al., 2012). Due to progressive phys-
ical decline, advanced cancer brings up issues of de-
pendency and loss of control, leaving patients to fall
back on their first attachment experiences. With pro-
gression of the disease, advanced cancer patients are
progressively less able to fulfill their professional and
social roles. Instead, the need for practical help of
close others and professional medical teams in-
creases rapidly. This highlights the possible impor-
tance of attachment with respect to advanced
cancer patients’ mental health.
Several studies have revealed associations
between attachment insecurity and psychosocial
distress in cancer patients. Nicholls et al. (2014)
examined the role of relationship attachment in
psychological adjustment to cancer in patients and
caregivers in a systematic review that included five
studies of advanced cancer patients. Securely at-
tached patients were found to utilize more positive
coping strategies in their adjustment to the disease,
whereas anxiously attached patients had poorer
mental health outcomes compared to dismissing or
secure patients. This supports the theoretical basis
of anxiously attached patients rather than highlight-
ing difficulties and negative emotions, whereas avoi-
dant patients downplay symptoms in order to stay
independent (Hunter et al., 2006). Patients’ attach-
ment styles seem to define how much independence
versus stable and predictable relational support
that patients will require during treatment. Thus,
practical medical and psycho-oncological care can
benefit from further knowledge about associations
with mental distress, leading the therapist to find a
more sensitive way to build up a personal relation-
ship with the client.
The present study aimed to explore attachment in
advanced cancer patients in order to begin to under-
stand how attachment style may influence mental
distress in this special situation.
We therefore adopted the following research aims:
(1) to describe the attachment styles of advanced can-
cer patients; (2) to explore the role of age, education,
gender, and number of physical symptoms in relation
to attachment styles in advanced cancer patients;
and (3) to examine the association between attach-
ment styles and depression and death anxiety in ad-
vanced cancer patients.
Based on the current research, we hypothesized
that secure as well as dismissing attachment styles
are not significantly associated with psychological
distress, whereas anxious attachment styles (fear-
ful-avoidant and preoccupied) are significantly asso-
ciated with higher levels of depression and death
anxiety (Hamama-Raz & Solomon, 2006; Hunter
et al., 2006; Rodin et al., 2007).
METHODS
The results of our study derive from a randomized
controlled trial (RCT) that evaluated a meaning-
based psychotherapeutic intervention for advanced
cancer patients—Managing Cancer and Living
Meaningfully (CALM) (Lo et al., 2015; 2016)—in
German cancer care settings (Scheffold et al.,
2015). The study protocol was approved by the local
ethics committees at both study centers (Hamburg
reference no. PV4435, Leipzig reference no. 143-14-
14042014). For the present analyses, we obtained
data from the baseline questionnaire of this trial.
Scheffold et al.2
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Participants and Procedure
We recruited patients at two university medical
study centers in Hamburg and Leipzig, Germany. A
trained study research assistant contacted patients
with advanced cancer and assessed them for eligibil-
ity. The inclusion criteria were as follows: a malig-
nant solid tumor of stage III or IV, at least 18 years
of age, fluency in German, and a score 9 on the Pa-
tient Health Questionnaire (PHQ–9) and/or 5 on
the Distress Thermometer (DT). We invited patients
who fulfilled these criteria to a face-to-face interview
with the research assistant to receive comprehensive
information about the RCT. During this interview, we
evaluated for the following exclusion criteria: deficits
in communication, unwillingness to attend therapy
sessions, acute suicidality, a score ,20 on the Short
Orientation–Memory–Concentration (SOMC) Test,
or a level ,70 on the Karnofsky Index. We also ex-
cluded patients if they received parallel psychother-
apy. At the end of the interview, we handed over the
baseline questionnaire with a prepaid return enve-
lope.
All patients provided written informed consent
prior to participation and could withdraw their con-
sent at any time without accruing any disadvantage
to their medical or psychological treatment. When
patients decided not to participate, the reasons as
well as the basic demographic and medical character-
istics were documented on a voluntary basis.
Measurement
Demographic information was collected through a
standardized questionnaire. Medical and treat-
ment-related variables were obtained from patients’
medical charts.
The “depression” module of the PHQ–9 (Spitzer
et al., 1999; Lo¨we et al., 2002) is a valid self-report
screening instrument for depression. It includes 9
items that reflect the DSM–IV criteria for major de-
pression. Items are scored on a 4-point Likert-type
scale from 0 (not at all) to 3 (nearly every day), with
a total score ranging from 0 to 27. The German ver-
sion of the instrument has demonstrated high inter-
nal consistency, with a Cronbach’s alpha (a) of 0.89
(Lo¨we et al., 2004).
The German version of the Distress Thermometer
(Mehnert et al., 2006) is a valid and reliable self-re-
port instrument for screening psychological distress
in cancer patients. Scores on this single-item visual an-
alogue scale range from 0 (no distress) to 10 (extreme
distress). It quantifies global level of distress, and it
is accompanied by a standardized symptom checklist.
Scores 5 indicate significant psychological distress.
The SOMC Test (Katzman et al., 1983; Wade &
Vergis, 1999) is a six-item validated culture-fair in-
strument that assesses orientation, memory, and
concentration. SOMC scores range from 0 to 28.
Scores ,20 indicate cognitive impairment.
The Experiences in Close Relationships Scale
(ECR–M16) (Brennan et al., 1998; Lo et al., 2009)
is a self-report instrument that assesses patients’ ex-
periences in close romantic as well as nonromantic
relationships in two domains (anxiety and avoid-
ance). It is a shorter version of the ECR–36 (Brennan
et al., 1998) and includes 16 items for use in groups of
highly distressed patients. Items are scored on a
7-point Likert-type scale, with scores ranging from
1 (disagree) to 7 (agree) and a total score ranging
from 8 to 56 on each subscale.
High scores on one or both subscales indicate high
attachment insecurity. Both subscales show high in-
ternal consistency, with a ¼ 0.84 (anxiety) and 0.83
(avoidance) (Lo et al., 2009). The four attachment
styles were derived from patients’ scores on the anx-
iety and avoidance subscales. Based on another dis-
ease-specific questionnaire that is used in samples
with advanced cancer patients (Kissane et al.,
2004), we used the study population’s mean score
on each subscale as a cutoff (anxiety M ¼ 25.16,
avoidance M ¼ 24.3). Scores below both cutoffs indi-
cated secure attachment, scores above both cutoffs
indicated fearful-avoidant attachment, scores below
the anxiety cutoff and above the avoidance cutoff in-
dicated dismissing attachment, and scores above the
avoidance cutoff and below the avoidance cutoff indi-
cated preoccupied attachment.
The Memorial Symptom Assessment Scale
(MSAS) (Portenoy et al., 1994; Chang et al., 2000)
is a validated self-report instrument that assesses
the number of physical symptoms that may occur as
a result of cancer or its treatment. For our study, we
employed the list of 28 symptoms suggested by
Chang et al. (2000) in their adapted version, the
MSAS–Short Form, of this instrument. The
MSAS–SF assesses only symptom frequency and re-
sulting distress. Items are scored on a 5-point Likert-
type scale ranging from 0 (not at all) to 4 (very much).
The average symptom score is calculated. The scale
demonstrates high internal consistency (a ¼ 0.87).
We did not include the four psychological items of
the MSAS–SF in our study because we assessed
psychological symptoms using other validated in-
struments.
The German version of the Death and Dying Dis-
tress Scale (DADDS–G) (Lo et al., 2011; Krause
et al., 2015; Engelmann et al., 2016) is a self-report
instrument that assesses the specific concerns of ad-
vanced cancer patients with regard to insecurity
about the end of one’s life, being a burden to others,
and lost time and opportunities. It includes 9 instead
of 15 items (Engelmann et al., 2016). Additionally,
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the Likert-type scale is changed from a 6- to a 5-point
Likert-type scale with a little and some distress
placed together under one category (moderate dis-
tress). Its internal consistency is excellent (a ¼
0.91) (Engelmann et al., 2016). Items can be scored
from 0 (no distress) to 4 (very much distress), result-
ing in a summed score that ranges from 0 to 36, with
a higher score indicating greater distress.
Statistical Analysis
Statistical analyses were carried out using the Statis-
tical Package for the Social Sciences (v. 24, IBM, Ar-
monk, New York)
Research aim 1 was examined by standard de-
scriptive analyses (frequencies, means, standard de-
viations, range). In order to answer research aim 2, a
multinomial logistic regression was carried out to
evaluate the influence on attachment style of sociode-
mographic factors (age, education, gender) and num-
ber of physical symptoms. Three models were thus
conducted in which each of the three insecure attach-
ment styles were compared to secure attachment.
This led to a dependent nominal variable with more
than two levels. Research aim 3 was examined using
multiple hierarchical stepwise regression analyses to
evaluate the influence of attachment on depression
and death anxiety after controlling for demographic
and medical variables in the first two blocks. To con-
trol for possible multicollinearity, intercorrelations
between predictors and tolerance values were deter-
mined for research question 3. The intercorrelations
ranged between r ¼ 0.01 and 0.4. The tolerance val-
ues ranged between 0.9 and 1.0. Analyses of skew-
ness, kurtosis, and P–P plots indicated normality
of distributions for metric variables. Two-tailed tests
of significance were performed using a significance
level of p , 0.05.
RESULTS
Sample
A total of 286 patients were eligible, of which 177
(62%) agreed to participate by way of informed writ-
ten consent. Reasons for nonparticipation were pro-
vided by 105 (96%) out of 109 nonparticipants and
included a high level of physical and psychological
distress (27%) and a lack of interest (67%), as well
as organizational and other reasons (6%). Of the
177 participants enrolled in the study, 15 (9%) were
excluded from our analyses due to missing data for
the main outcome variables of attachment, depres-
sion, and anxiety. Participating patients were mostly
married, had children, and were well-educated (see
Table 1). Participants did not differ significantly
from nonparticipants with regard to age ( p ¼ 0.82),
sex ( p ¼ 0.77), and months since first diagnosis
( p ¼ 0.07).
Attachment in Advanced Cancer Patients
While 36% of patients were securely attached, 32%
had a fearful-avoidant attachment style, 17% a dis-
missing attachment style, and 16% a preoccupied at-
tachment style (Table 2).
Table 1. Demographic and medical characteristics
(N ¼ 162)
58.51 (11.34, 29–81)
Mean age in years (SD, range) n %
Women 99 61.1
Married 103 66.5
Children 104 68.4
Educational level
Elementary school 32 21.1
Junior high school 43 28.3
High school/university degree 77 50.6
Employment status
Retired 71 47
Employed 57 37.7
Unemployed/other 23 15.1
Medical characteristics
Tumor entity
Gastrointestinal 48 29.6
Lung 22 13.6
Gynecological 21 13.0
Breast 20 12.3
Urogenital 15 9.3
Endocrinological 10 6.2
Other 21 13
Tumor stage (UICC)
III 21 13
IV 141 87
Illnessduration, meanmonthssince
first diagnosis (SD, range)
42.92 (67.6, 0–361)
Table 2. Attachment orientation and attachment
styles* (N ¼ 162)
Attachment orientation M (SD)
Attachment anxiety 25.16 (10.25)
Attachment avoidance 24.30 (9.79)
Attachment styles n %
Secure attached 58 35.8%
Insecure attached 104 64.2%
Fearful-avoidant 51 31.5%
Dismissing 27 16.7%
Preoccupied 26 16.0%
* Measured with the Experiences in Close Relationships
Scale (ECR–M16).
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Attachment Style as a Function of
Sociodemographic and Medical Factors
A multinomial logistic regression model was calculated
in order to predict the attachment style, comparing pa-
tients with preoccupied, dismissing, and fearful-avoi-
dant attachment styles to securely attached patients
(Table 3 reports the resulting coefficients). A significant
association can be observed between the number of
physical symptoms and a dismissing attachment style
(b¼ 0.092, p  0.05). The results indicate that the ap-
pearance of more physical symptoms is significantly as-
sociated with a dismissing attachment style in
comparison to a secure attachment style. No associa-
tions were found between sociodemographic factors
and number of symptoms when comparing a preoccu-
pied or fearful-avoidant attachment style to a secure at-
tachment style.
Associations Between Attachment Style and
Psychological Distress
Two separate linear regression models were
calculated in order to identify the associations of
attachment style with depression and death anxiety,
where predictor variables were entered into the re-
spective equation in three steps. First, demographic
variables (age, gender, and level of education) were
entered as a block. Second, the number of physical
symptoms was included. In a third step, attachment
style was entered as three primarily defined dummy
variables coded with secure attachment style as the
reference category. This procedure was undertaken
in order to ascertain the unique predictive value of
these variables over and above demographic factors
as well as physical symptom impairment.
For depression, the model without attachment ac-
counted for 4% of the variance. Whereas the demo-
graphic variables did not have any predictive value,
the number of physical symptoms was a positive sig-
nificant predictor (b ¼ 0.208, p  0.01). When attach-
ment was entered into the model, the explained
variance in depression increased by 10% (DR2 ¼
0.10; see Table 4), accounting for 14% of the variance.
For death anxiety, the model without attachment ac-
counted for 17% of the variance. Again, the demo-
graphic variables did not have any predictive value,
Table 3. Multinomial logistic regression analysis for sociodemographic and medical factors predicting
attachment style (N ¼ 150)
CI95% odds ratio
B (SE) Lower Odds ratio Upper
Dismissing vs. secure
Intercept 23.73* (1.81)
Age 0.02 (0.02) 0.973 1.020 1.068
Education 0.217 (0.51) 0.458 1.243 3.371
Physical symptoms 0.092* (0.04) 1.004 1.096 1.196
Gender 0.597 (0.24) 0.667 1.817 4.950
R2 ¼ 0.07 (Cox–Snell); 0.08 (Nagelkerke); model: x2(12) ¼ 11,22; * p , 0.05.
Table 4. Hierarchical, stepwise regression analysis for attachment predicting depression (N ¼ 148) and death
anxiety (N ¼ 147)
Predictors b SEb ß p ≤ DR2 R2
Depression
Final model 0.10 0.14
No. of physical symptoms 0.20 0.01 0.20 0.013
Secure vs. preoccupied 1.87 1.23 0.13 0.131
Secure vs. dismissing 20.20 1.23 20.02 0.869
Secure vs. fearful-avoidant 3.57 1.02 0.32 0.001
Death anxiety 0.14 0.31
Education 21.92 1.00 20.14 0.055
No. physical symptoms 0.42 0.09 0.32 0.000
Secure vs. preoccupied 3.54 1.52 0.18 0.021
Secure vs. dismissing 2.89 1.49 0.16 0.055
Secure vs. fearful-avoidant 6.57 1.23 0.44 0.000
b ¼ unstandardized regression coefficient; SEb ¼ standard error of b; b ¼ standardized regression coefficient; DR2 ¼
change in R2 compared with previous model due to attachment.
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but the number of physical symptoms was a positive
significant predictor (b ¼ 0.099, p  0.001). When at-
tachment was entered into the model, the explained
variance in death anxiety increased by 14% (DR2 ¼
0.14; see Table 4), accounting for 31% of the variance.
Table 4 reports the coefficients for the final models.
DISCUSSION
We examined attachment insecurity and its associa-
tion with psychological distress in advanced cancer
patients. Corresponding to attachment theory, our
results support the assumption that patients’ attach-
ment orientations are activated when they are suffer-
ing from a terminal disease (Mikulincer et al., 2003).
Two-thirds of our participants were insecurely at-
tached (64 %). In samples of other cancer patients,
the percentage of insecurely attached individuals
was similar (60%) (Nicholls et al., 2014). In contrast,
Meng et al. (2015) reported that 37% were insecurely
attached in a nationally representative U.S. sample
of 5,645 healthy individuals.
We found no association between sociodemo-
graphic variables and attachment insecurity. In con-
trast, a metaanalysis of gender differences in
romantic attachment found that women were more
likely to have an anxious attachment orientation
and men an avoidant attachment, especially in West-
ern European samples (Del Giudice, 2011). The diag-
nosis of an advanced disease may cause an overall
shift toward insecure attachment in both genders.
The amount of physical symptoms is associated
with dismissing attachment. The current literature
on specific associations of insecure attachment styles
and physical symptoms offers conflicting results. Liu
et al. (2011) tested attachment insecurity as a poten-
tial source of somatization. In contrast to our results,
they found no associations between dismissing
attachment and somatic complaints, but fearfully at-
tached patients reported more somatic complaints.
The authors used different instruments to assess
attachment and somatic complaints. There might
be an answering bias due to the wording of the in-
strument and the inherent amount of dependency
that patients feel in response to those measures.
Our results concerning association of attachment
insecurity and psychological distress demonstrate
an association of fearful-avoidant and preoccupied
attachment to death anxiety. Fearful-avoidant (as
well as preoccupied attachment) is defined by high
anxiety scores, which explains the association with
death anxiety in both groups. Being anxious about
the availability of others when in need might directly
influence anxiety about death, especially because as-
sessment of death anxiety with the DADDS–G in-
cludes items concerning the “impact of my death on
my loved ones” and “not having said all that I wanted
to say to the people I care about.” These results are
consistent with the theoretical assumption that anx-
iously attached individuals emphasize their difficul-
ties and highlight their distress (Hunter et al., 2006).
Only fearful-avoidant patients experienced more
depression compared to all other attachment styles.
They experienced high anxiety and high avoidance.
This condition might be even more distressing due
to difficulties in deciding whether patients want to
receive help from others or remain independent.
These difficulties potentially result in feelings of
helplessness, thus further promoting loss of control.
As to our hypothesis, we did not find a significant
association between dismissing attachment and psy-
chological distress. Dismissing individuals might ei-
ther not experience distress or not express negative
feelings due to a fear of loss of control.
Another possible explanation could be related to
the fact that, at baseline, patients in our study had
a relatively high performance level (as per the Kar-
nofsky Performance Scale) and were presumably
not so dependent on others as of yet. It can be as-
sumed that psychological distress will increase with
increasing dependency over the course of their dis-
ease. Further studies describe a tendency toward
suppression of negative emotions in dismissing pa-
tients (Meng et al., 2015; Mikulincer, 1998; Hunter
et al., 2006). On the other hand, these patients
more often request for physician-assisted death
when terminally ill (Oldham et al., 2011). This ques-
tion draws attention to attachment-related cognitive
and emotional processes. On the dimensional level of
anxiety and avoidance, Mikulincer et al. (2003) theo-
rized that attachment styles are underlain via sec-
ondary attachment strategies: hyperactivating
strategies in anxiously attached individuals and de-
activating strategies in avoidantly attached individu-
als. Deactivating strategies distance people from
their own emotions and weaken the links between
negative affect and cognition. Those strategies seem
to exclude aversive emotional states from awareness
and thus contribute to deactivation of the attachment
system. Further investigation of the specific pro-
cesses in fearful-avoidant patients is needed. Being
both highly anxious and highly avoidant, they have
questions about which strategies to employ in the
context of negative emotions. Our results indicate
even stronger processes of hyperactivation strategies
in these patients, being not only more death anxious
but also more depressive than patients with other at-
tachment styles.
The value of using categories versus continuous
dimensions of attachment is discussed in the current
literature. The four attachment categories in our
study were obtained by clustering the two
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dimensions of anxiety and avoidance. This procedure
was conducted in accordance with Meuti et al. (2015).
Due to methodological reasons, the dimensional
measurement of attachment is functional for use in
research (Fraley & Shaver, 2000). This contrasts
with the clinical use of a categorical approach. For
physicians and psychologists, it may be easier to han-
dle the categorical approach by finding similarities to
prototypes of different attachment styles (Maunder
& Hunter, 2009). Ravitz et al. (2010) suggested that
there is no final consensus about whether attach-
ment is inherently categorical or dimensional, but
they made it clear that categories can be affiliated
with dimensional scales, as was the case in our
analysis. Our present results support the categorical
approach, as the observed differences between
fearful-avoidant and dismissing attachment and
their association with psychological distress are
thus easier to translate into clinical practice. Never-
theless, due to the frequent use of the dimensional
approach, our results are more difficult to discuss.
Longitudinal studies are needed to confirm the
findings gathered by using our cross-sectional de-
sign. Longitudinal data are generated by the ongoing
CALM project and are to be analyzed upon comple-
tion of the RCT (Scheffold et al., 2015).
Our results illustrate the importance of the attach-
ment system for advanced cancer patients’ mental
health and highlight the challenge of caring for dis-
missingly attached patients. Several studies in men-
tal health settings have shown that patients with a
dismissing attachment style have more difficulties
about seeking help (Kealy et al., 2016). Furthermore,
psychotherapy is less effective in these patients
(Wiseman & Tishby, 2014). Advanced cancer patients
struggle with a variety of distressing emotions, mak-
ing it urgent for them to find a way to deal with emo-
tions. Since dismissing patients are likely to be
detached from their emotions, the therapists working
with them should be even more cautious when ex-
ploring their emotional state and should endeavor
to maintain patients’ independence and individual-
ity. On the other hand, anxiously attached patients
can be supported by a transparent and clear frame-
work of help—for example, starting with more fre-
quent sessions and delivery of predictable and
reliable support. They can thus be afforded the op-
portunity to notice support and reactions to their
needs, and thereby build a stronger relationship.
The available literature indicates the possibilities
of establishing a secure attachment style by way of
the therapeutic relationship. Mikulincer and Shaver
(2007b) argued for processes of “security priming” in
therapy and emphasized that the perception of at-
tachment security can be changed by therapy, even
if long-term mechanisms are to be explored. A secure
and trustworthy therapeutic relationship can thus
trigger change in expectations about the availability
and reliability of others. Maunder and Hunter (2016)
indicated that patients attribute specific attachment
functions such as “safe haven” and “secure base” to
healthcare providers. CALM therapy focuses on at-
tachment as one important variable in psychother-
apy for advanced cancer patients, emphasizing
communication with the healthcare team and
changes in personal relationships (Hales et al.,
2010). Therapists try to react to the specific attach-
ment styles of their patients. The results of the
CALM study will supply further answers about the
specific processes of attachment in psychotherapeu-
tic settings (Scheffold et al., 2015).
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Abstract
Purpose The diagnosis of a terminal disease bears existential challenges, which activate the attachment system. Attachment
insecurity, as well as existential resources, such as spiritual well-being, influences patients’ extent of psychological distress.
Knowledge about the interrelation of these constructs is limited. Based on current research, we assume spiritual well-being to
mediate the association of attachment insecurity and psychological distress.
Methods We obtained data from the baseline measurement of a randomized controlled trial in advanced cancer patients. Patients
were sampled from the University Medical Centers of Hamburg and Leipzig, Germany. Main outcome measures included the
Patient Health Questionnaire (PHQ-9), the Death and Dying Distress Scale (DADDS), the Functional Assessment of Chronic
Illness Therapy–Spiritual Well-Being Scale (FACIT-Sp), and the Experience in Close Relationships Scale (ECR-M16) for
assessing attachment insecurity. We tested the mediation hypothesis with two regression analyses using bootstrapping procedure.
Results A total of 190 patients were included. Spiritual well-being mediated the association of attachment insecurity and depression
(R2 = 11%), as well as death anxiety (R2 = 15%), in fearful-avoidant attached patients. Neither dismissingly nor preoccupied
attached patients differ in terms of spiritual well-being and psychological distress in comparison with secure attached patients.
Conclusion Spiritual well-being plays a relevant role in advanced cancer patient’s mental health through mediating the associ-
ation of attachment and psychological distress. Developing a better understanding of the interdependency of the constructs of
spiritual well-being and attachment can help to develop individually tailored advanced cancer care programs and psychothera-
peutic interventions.
Trial registration NCT02051660
Keywords Advanced cancer . Attachment . Spiritual well-being . Depression . Death anxiety
Introduction
When diagnosed with a terminal disease, patients face existen-
tial challenges, which activate the attachment system [1, 2].
Attachment insecurity has a significant effect on how well
patients cope with their disease [3, 4]. In the context of medical
illness, it seems to define patient’s specific behavioral reactions:
anxiously attached patients utilize primary care more frequently
and report more somatic symptoms, whereas avoidantly at-
tached patients show little need for help and can hardly bear
to be dependent on others [5, 6]. Despite the evidence for this
two-dimensional approach [7], a categorical approach has prov-
en to be useful in clinical practice. Based on the two dimensions
of anxiety and avoidance, Bartholomew and Horowitz [8] pro-
posed a four-category model, which characterizes four attach-
ment styles based on the individual extent of anxious and
avoidant tendencies. While secure individuals show low anxi-
ety and low avoidance, insecure individuals show high anxiety
and low avoidance (preoccupied attachment), low anxiety and
high avoidance (dismissing attachment) or both, high anxiety
and high avoidance (fearful-avoidant attachment).
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Individuals’ mental adaptation to existential challenges as-
sociated with terminal disease is additionally facilitated by a
global sense and specific sources of meaning as well as spir-
itual well-being [9–11]. In the context of physical disease,
spiritual well-being has been defined as an outcome indicating
a sense of meaning, peace, and purpose in life, as well as the
extent to which patients derive security from their faith and
spiritual beliefs [12]. Spiritual well-being was found to be
significantly predicted by social relatedness in cancer patients
[13]. Correspondingly, Sherman et al. [14] found several di-
mensions of spirituality and religion, such as spiritual well-
being, being associated with patients’ capacity to maintain
satisfying social roles and relationships. Attachment theory
offers an explanation of the individual perception of social
support [2], as attachment styles are grounded in the very first
experiences with close others and develop in the first years of
human life. This is why we assume attachment being one
important predictor of how people discover their social sur-
rounding and through that experience spiritual well-being in a
certain extent. Loetz et al. [15] state that the same mechanisms
of security and exploration defined by Bowlby concerning the
construction of relationships elapse in establishing spirituality.
Only a secure base within oneself enables patients to explore
internal peace or external transcendence. Preliminary findings
suggest spiritual well-being to be a protective factor in the
relationship between attachment insecurity and psychological
distress [16]. There is yet limited knowledge about how the
concepts of attachment insecurity and spiritual well-being in-
fluence andmediate psychological distress in advanced cancer
patients.
We hypothesize that attachment insecurity is associated
with a limited capacity to experience spiritual well-being.
Taking into account the established association of spiri-
tual well-being and psychological distress, spiritual well-
being may mediate the association between attachment
insecurity and psychological distress in patients with
advanced cancer.
Understanding those specific processes may help us
address attachment insecurity and spiritual well-being in
psycho-oncological interventions purposefully and there-
by to support patients in dealing with their terminal
disease.
Material and methods
This study is part of the GermanManaging Cancer and Living
Meaningful (CALM) trial, a bi-center randomized controlled
trial (RCT) evaluating the meaning-based psychotherapeutic
intervention for advanced cancer patients [17, 18] which was
conducted in Hamburg and Leipzig between 2013 and 2016.
The CALM trial is an intervention study comparing two active
treatment conditions in a single-blind design.Within 6months,
patients either received three to eight sessions of CALM or a
usual non-manualized supportive psycho-oncological inter-
vention (SPI). The CALM sessions cover four domains:
(1) symptom management and communication with
health care providers; (2) changes in self and relations
with close others; (3) spirituality, sense of meaning, and
purpose; and (4) preparing for the future, sustaining
hope, and facing mortality [47]. Data is assessed during
screening, at baseline (t0), and 3 (t1) and 6 months (t2). For
the present analyses, we obtained data from the baseline mea-
surement of this trial.
The study protocol was approved by local ethics committees
in both study centers (Hamburg reference number: PV4435;
Leipzig reference number: 143–14–14042014), and the study
was registered at clinicaltrials.gov (NCT02051660).
Participants and procedure
We recruited patients at out- and inpatient clinics of both study
centers. Trained study research assistants contacted patients
with advanced cancer and assessed them for eligibility.
According to the CALM study protocol, we included patients
who were diagnosed with a malignant solid tumor disease of
stages III or IV, who were at least 18 years of age and fluent in
German, and who scored ≥ 9 on the PHQ-9 or/and ≥ 5 on the
distress thermometer (DT). We invited the patients fulfilling
these inclusion criteria to a face-to-face interview where they
received further information about the RCT and where exclu-
sion criteria were evaluated (deficits in communication, lack
of willingness to attend therapy sessions, acute suicidality,
Short Orientation-Memory-Concentration test (SOMC) score
< 20, or Karnofsky index score < 70). We also excluded pa-
tients in case they received other psychotherapy during the
time of the intervention. At the end of the interview, the pa-
tients received the baseline questionnaire. All patients
provided written informed consent prior to participation
and could withdraw their informed consent at all times
without having any disadvantage in their medical or
psychological treatment. For non-participants, reasons
as well as basic demographic and medical characteristics
were documented.
A total number of 336 patients were eligible, of which 206
(61%) declared participation by written informed consent.
Reasons for non-participation included a high amount of
physical and psychological distress (19%) and lack of interest
(68%) as well as organizational and other reasons (12%). Of
206 patients who were enrolled in the study, we had 5 (2%)
non-responders (declined general condition (3), no further in-
terest (1), start of parallel psychotherapy (1)). Eleven (6%)
participants were excluded from analyses due to missing data
in the main outcome variables of attachment and spiritual
well-being, so that, finally, 190 patients were included in cur-
rent data analysis.
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Measurement
We assessed demographic information through a standardized
questionnaire. Medical and treatment-related variables were
obtained from patients’ medical charts.
The Short Orientation-Memory-Concentration test
(SOMC) [19] is a validated culture-fair instrument assessing
orientation, memory, and concentration on seven items. The
SOMC scores range from 0 to 28. Scores less than 20 indicate
cognitive impairment.
The Experiences in Close Relationships Scale (ECR-M16)
[20, 21] is a self-report instrument assessing patients’ experi-
ences in close romantic as well as nonromantic relationships
on the subscales anxiety and avoidance. The 16 items are
scored on a seven-point Likert scale ranging from 1
(disagree) to 7 (agree), with subscale scores ranging from 8
to 56. In the validation of the German ECR-M16, as well as in
the current sample, the instrument showed acceptable to good
internal consistency with Cronbach’s α = .81 (.82 in the cur-
rent sample) for the subscale of anxiety and α = .78 (.77 in the
current sample) for the subscale of avoidance (Philipp et al.
2009). According to the patients’ scores on these subscales,
means were used as cut-offs to obtain the four attachment
orientations: secure, dismissing, preoccupied, fearful-
avoidant.
The Depression module of the Patient Heal th
Questionnaire (PHQ-9) [22] measures depression on nine
items, reflecting DSM-IV symptom criteria. Items are scored
on a four-point Likert scale ranging from 0 (not at all) to 3
(nearly every day), with a total score ranging from 0 to 27.
Scores ≥ 10 indicate moderate depression, and scores ≥ 15
indicate severe depression. The instrument shows high inter-
nal consistency with Cronbach’s α = .89 in the German adap-
tation (Löwe, Kroenke, Herzog, & Gräfe, 2004), as well as in
the current study sample (α = .76).
The German adaptation of the Death and Dying Distress
Scale (DADDS) [23] is a self-report instrument assessing spe-
cific concerns of advanced cancer patients concerning insecu-
rity about one’s end of life and being a burden to others, as
well as lost time and opportunities. The German version in-
cludes nine items with a five-point Likert scale and shows
high internal consistency with Cronbach’s α = .89 [25]. In
the current study sample, we also found high internal consis-
tency (Cronbach’s α = .83). Items can be scored from 0 (no
distress) to 4 (very much distress), resulting in a sum score
from 0 to 36, a higher score indicating higher distress.
The Functional Assessment of Chronic Illness Therapy-
Spiritual Well-Being Scale (FACIT-SP) [24] is part of the
FACIT measurement system and measures in what way spir-
ituality and religion contribute to the quality of life of cancer
patients. Patients are asked to indicate to what extent they
agree with the 12 statements measuring the two subscales
meaning/peace (eight items) and faith (four items). Items can
be scored from 0 (not at all) to 4 (very much). FACIT-SP
scores range from 0 to 48. High scores indicate spiritual
well-being. Subscales and the sum score show high internal
consistency in the current sample (Cronbach’s α = .87–.88).
Statistical analysis
We tested the mediation hypothesis with two regression anal-
yses to evaluate the role of spiritual well-being as a mediator
of the association between attachment and depression (1) and
death anxiety (2). Therefore, we interpreted direction and size
of the indirect effects [25]. An indirect effect represents the
ability of M (spiritual well-being) to mediate the effect of X
(attachment) on Y (depression/death anxiety). We performed
statistical analyses using the Statistical Package for the Social
Sciences, version 23.0. We used bootstrapping for our analy-
ses, which involves repeatedly sampling from the data set and
estimating the indirect effect (effects of the predictor on the
outcomes through the mediators) in each resampled data set.
Bootstrapping tends to have very high power and a
good type I error control and has thus been recommend-
ed for testing mediation hypothesis [26, 27]. Unlike the
Sobel test, it does not make an assumption about the
shape of the sampling distribution of the indirect effect.
To obtain bootstrap estimates and bias-corrected confi-
dence intervals (CIs), we used the PROCESS macro
[27]. For the current study, we generated 5000 bootstrap esti-
mates to calculate 95% bias-corrected CIs whichwere estimat-
ed for all tests of the indirect effect. If the confidence
interval does not include zero, the indirect effect is a
significant mediator.
PROCESS version 2.14 accepts multicategorical variables
for the focal predictor (attachment styles) [28]. We used indi-
cator coding, analogous to the creation of dummy variable
coding, to represent the four attachment styles. In the two
mediation models, we compared the three insecure attachment
(preoccupied, fearful-avoidant, dismissing) to secure attach-
ment. There was no multicollinearity, as intercorrelations be-
tween predictors ranged between r = 0.01 and r = 0.48. Also,
the total and subscale scores were approximately normally
distributed.
Results
Sample characteristics and descriptive statistics
In the current data analysis, 190 patients were included.
Participating patients were mostly married, had children, and
were well-educated, and both sexes were almost equally rep-
resented (Table 1). The mean time since first diagnosis was
39.18 months. Descriptive statistics for the study variables are
presented in Table 2.
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Mediation analysis
Bivariate associations between attachment insecurity, spiritual
well-being, depression, and death anxiety are reported in
Table 3. Table 4 displays the parameter estimates for the me-
diating effects (indirect effects) of spiritual-wellbeing on
the association between attachment orientation on de-
pression and death anxiety, respectively. The spiritual
well-being of fearful-avoidant patients significantly me-
diated the association between attachment insecurity and de-
pression and death anxiety.
Figure 1 displays the significant total effect (c) in the bi-
variate model of attachment orientation and depressive symp-
tomatology (A). In comparison to secure attachment, fearful-
avoidant attachment predicts higher depressive symptomatol-
ogy. Figure 1B shows that spiritual well-being significantly
mediates this relationship. In the total model, the indirect ef-
fect (− 7.22x − .19 = 1.38) explains 11% (R2 = 0.11, F = 7.14,
p < .002) of the variance of depressive symptomatology. The
unstandardized coefficients for the association between
fearful-avoidant attachment and spiritual well-being (a), as
well as the association between spiritual well-being and de-
pressive symptomatology (b) and the direct effect (c’), are
displayed in Fig. 1B. Proportional to the direct effect of at-
tachment (c’ = 2.35) on depressive symptomatology, the total
effect (c = 3.71) explains 37% of the variance, whereas the
direct effect explains 63% (2.35/3.71 = 0.63). Yet, spiritual
well-being mediates the association between attachment and
depressive symptomatology partially. Fearful-avoidant attach-
ment in comparison to secure attachment is associated with
lower spiritual well-being, which in turn is associated with
higher depressive symptomatology. The total effect (c) de-
scribes that depressive symptomatology in advanced cancer
patients is significantly influenced through fearful-avoidant
attachment via spiritual well-being. Neither dismissingly nor
preoccupied attached patients differ in terms of spiritual well-
Table 1 Demographic and
medical characteristics (N =
190*)
Number Percentage
Mean age in years (SD; range) M: 57.81 (SD, 11.64; 29–81)
Women 116 61.1
Married 106 55.8
Children 128 67.4
Educational level
Elementary school 34 19.2
Junior high school 53 29.9
High school/university degree 90 50.9
Employment status
Retired 87 48.1
Employed 72 39.7
Unemployed/other 22 12.2
Medical characteristics
Tumor entity
Gastrointestinal 58 31.0
Lung 24 12.8
Gynecological 21 11.2
Breast 27 14.4
Urogenital 19 10.2
Endocrinological 11 5.9
Others 27 14.5
Type of disease
Primary disease 139 77.2
Relapse 33 18.3
Second tumor 8 4.4
Tumor stage (UICC)
III 24 12.7
IV 166 87.3
Illness duration, mean months since first diagnosis M: 39.18 (SD, 61.9; 0–361)
*Some of the data show less than 190 cases in total. This is due to missing data in single sociodemographic and
medical variables
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being and depressive symptomatology in comparison to se-
curely attached patients.
Figure 2 displays a significant total effect in the bivariate
model of attachment style and death anxiety (Fig. 1A).
Fearful-avoidant attachment significantly predicts higher
levels of death anxiety in comparison to secure attachment.
Figure 1B shows that spiritual well-being significantly medi-
ates this relationship. In the total model, the indirect effect
(−6.76 x − .32 = 2.16) explains 15% (R2 = 0.15, F = 10.36,
p < .001) of the variance of death anxiety. The unstandardized
coefficients for the association between fearful-avoidant at-
tachment and spiritual well-being (a), as well as the associa-
tion between spiritual well-being and death anxiety (b) and the
direct effect (c) are displayed in Fig. 1B. Proportional to the
direct effect of attachment (c’ = 4.3) on death anxiety, the total
effect (c = 6.48) explains 34% of the variance, whereas the
direct effect explains 66% (4.3/6.48 = 0.66). Yet, spiritual
well-being mediates the association of attachment and death
anxiety partially. Fearful-avoidant attachment in comparison
to secure attachment was associated with higher death anxiety
through lower spiritual well-being. The total effect (c) de-
scribes that death anxiety in advanced cancer patients is
significantly influenced through fearful-avoidant attachment
via spiritual well-being. Dismissingly and preoccupied at-
tached patients do not differ in terms of spiritual well-being
and death anxiety in comparison to secure attached patients.
Discussion
We examined whether spiritual well-being mediated the rela-
tionship between attachment insecurity and psychological dis-
tress in advanced cancer patients. Spiritual well-being signif-
icantly mediated the association of fearful-avoidant attach-
ment and depression as well as death anxiety. We found no
mediating effect for dismissingly and preoccupied attachment.
Our results indicate that fearful-avoidant patients are at high
risk for both, depressive symptomatology, as well as death
Table 2 Descriptive statistics
(N = 190) Variables Measure Mean (SD) Median Range
Observed Possible
Spiritual well-being FACIT-Sp 23.72 (8.9) 23 3–47 0–48
Depression PHQ-9 11.23 (5.1) 11 1–25 0–27
Death anxiety DADDS 17.12 (7.1) 17 2–34 0–36
Attachment ECR-M16
Attachment anxiety 25.38 (10.2) 25 8–52 8–56
Attachment avoidance 24.26 (8.9) 24.5 8–48 8–56
Distribution of attachment orientation
N %
Securely attached 64 34
Insecurely attached 124 66
Fearful-avoidant 62 32
Dismissing 34 18
Preoccupied 30 16
Table 4 Indirect effect of insecure attachment orientation in comparison
to secure attachment on depression and death anxiety through spiritual
well-being
Attachment style Parameter estimates SE BC 95% CI
LL UL
Depression
Dismissing 0.46 0.41 − 0.30 1.29
Preoccupied 0.44 0.37 − 0.27 1.19
Fearful-avoidant 1.36 0.38 0.70 2.15
Death anxiety
Dismissing 0.69 0.65 − 0.58 1.97
Preoccupied 0.74 0.61 − 0.38 2.03
Fearful-avoidant 2.17 0.62 1.11 3.51
SE standard error, BC bias corrected, CI confidence interval, LL lower
limit, UL upper limit
Table 3 Bivariate associations between attachment styles, spiritual
well-being, depression, and death anxiety
ECR-
M16
FACIT-
Sp
PHQ-
9
DADDS
ECR-M16 –
FACIT-Sp − .37** –
PHQ-9 .34** .38** –
DADDS .44** .48** .36** –
**p < .01
Support Care Cancer
43
anxiety, and that this association is explained via lower spiri-
tual well-being.
Fearful-avoidant patients experience less spiritual well-be-
ing, which in turn expedites psychological distress. Current
literature is focusing on high distress in fearful-avoidant pa-
tients [3, 4]. This may be because they show both anxious and
avoidant tendencies in their interpersonal relationships, mean-
ing they have a high need for attention and care but are afraid
to ask for help because they expect to be rejected. This dilem-
ma may result in feelings of helplessness. In terms of religion
as one way of generating spiritual well-being, Granqvist et al.
[29, 30] describe the relationship with god as an attachment
relationship. They explain religious coping through two path-
ways: as an expression of secure attachment, corresponding to
early experiences of reliable relationships (corresponding hy-
pothesis), or as a way of compensating insecure attachment
(compensation hypothesis). In a study with healthy individ-
uals belonging to religious-spiritual groups [29], securely at-
tached individuals had more loving God images and more
gradual religious changes (corresponding hypothesis), where-
as insecurely attached individuals have been related to
sudden-intense religious changes (compensation hypothesis).
Granqvist et al. [29] do suggest that insecurely attached pa-
tients, regardless of experiencing spirituality per se, experi-
ence meaning or spirituality as they perceive the relationship
with god as helpful in regulating distress. Yet, the relationship
with god loses its importance as soon as, for example, a ro-
mantic partner becomes available. This compensation process
may not have been detected by the measure we used to assess
spiritual well-being. Its items rather measure feelings of
peacefulness, a sense of purpose, and finding comfort and
strength in one’s faith or spiritual beliefs than religiosity
[13]. Loetz et al. [15] link the theory of attachment to spiritu-
ality by identifying common aspects of the two concepts: se-
curity and exploration. Insecurely attached individuals, such
as fearful-avoidant patients, might not be exploring possible
new external or internal relationships in terms of transcendent
and spiritual concepts, because they miss out the secure base
from where out they could explore freely. In comparison to
securely attached individuals, fearful-avoidant attached pa-
tients tend to have difficulties in finding peace and meaning
within themselves or in relation to a transcendent figure and
through that experience more depression.
We found no mediation effect of spiritual well-being with
dismissing attachment and psychological distress.
Dismissingly attached patients are known to report very low
distress, potentially suppressing negative emotions [31]. Also,
deactivating strategies concerning emotions in those patients
have been described [32]. Those patients potentially do not
perceive positive emotions or cognitions such as feeling
peaceful and feeling a sense of harmony, which are included
in the construct of spiritual well-being.
In our model, we found preoccupied attachment and death
anxiety being significantly associated, whereas there was no
association between preoccupied attachment and spiritual
well-being. This result needs to be further investigated, as it
questions the assumptions of the compensation hypothesis. It
needs to be clarified which characteristics of insecure patients
lead to spirituality in general and spiritual well-being, specif-
ically. We assume a general distinction between the three
Spiritual well-being
Aachment style¹ Death anxiety
a b
A
Aachment style¹ Death anxiety
B
c´ = 4.3 (1.15)**
c = 6.48 (1.19)***
Fig. 2 Mediation model of the
relationship between attachment1
and death anxiety mediated
through spiritual well-being. a
Direct model and (b) indirect
mediation model. Unstandardized
coefficients (SE). *p < .05
**p < .01 ***p < .001. 1Fearful-
avoidant attachment in
comparison to secure attachment
Spiritual well-being
Aachment style¹ Depression
a b
A
Aachment style¹ Depression
B
c´ = 2.35 (.89)**
c =3.71 (.89)***Fig. 1 Mediation model of the
relationship between attachment
style1 and depression mediated
through spiritual well-being. a
Direct model and (b) indirect
mediation model. Unstandardized
coefficients (SE). *p < .05,
**p < .01 ***p < .001.
1Fearful-avoidant attachment in
comparison to secure attachment
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insecure attachment styles and their association with spiritual
well-being, as patients also tend to show different levels of
emotional distress and also act differently when diagnosed
with a terminal disease, according to the four attachment
styles [5, 33].
Current studies point to differences concerning the influ-
ence of specific attachment styles on spiritual coping in palli-
ative care [34]: reflecting on our results, preoccupied attached
patients had the lowest score in spiritual coping. Thus, other
associations have been different from our findings. Regarding
the different associations of specific attachment styles to spir-
itual well-being, further research is needed.
One limitation of our study arises from the categorical ap-
proach to characterize attachment. This procedure was con-
ducted in accordance with Meuti et al. [35]. Due to methodo-
logical reasons, the dimensional measurement of attachment
insecurity is functional for use in research [36]. This contrasts
with the clinical use of the categorical approach. For physi-
cians and psychologists, it may be easier to handle the cate-
gorical approach by finding similarities to prototypes of dif-
ferent attachment styles [37]. Ravitz et al. [38] state that there
is no final consensus about whether attachment insecurity is
inherently categorical or dimensional, but they make it clear
that categories can be affiliated from dimensional scales, as it
was performed in the current analysis. Present results support
the categorical approach, as the observed differences between
fearful-avoidant and dismissing attachment are thus easier to
translate into clinical practice. Nevertheless, due to the
frequent use of the dimensional approach, results are
more difficult to discuss, which could be argued to be a lim-
itation of this study.
The comparability of our results is partially limited through
the discrepancy of the mean score of spiritual well-being in
our sample (23.7) in comparison to the mean score (38.5)
described by Petermann et al. [24]. This fits with current re-
search literature, describing European people as being less
spiritual than Americans and Latinos, being included into
Petermann’s sample [39, 40]. At the same time, the mediating
effect of spiritual well-being needs to be quite strong, when
showing up even in this secular study sample.
Our study is limited by its cross-sectional design.
Longitudinal data is needed to confirm our findings. Also,
due to the CALM RCT inclusion criteria (PHQ ≥ 9), the gen-
eralizability of the results is reduced to patients with a high
amount of depressive symptoms. Finally, the strength of our
results is partially limited due to missing assessment of validity
of the measures in the actual study population.
Our results illustrate the importance of spiritual well-being
as a function of the attachment system for advanced cancer
patients’ mental health. Attachment insecurity and spirituality
are not very prevalent subjects in the treatment of advanced
cancer patients. Still, literature indicates possibilities of estab-
lishing a therapeutic alliance that fosters secure attachment
[41, 42]. Over the last decade, there is a growing evidence
base for therapies for advanced cancer patients which focus
on meaning and spirituality [43, 44]. Yet, to our knowledge,
the combination of both attachment insecurity and spirituality
in therapeutic concepts for advanced cancer patients is unique
in CALM therapy. CALM therapy focuses on attachment and
meaning as two important variables in psychotherapy for ad-
vanced cancer patients, emphasizing the communication with
the healthcare team and changes in personal relationships, as
well as spirituality and a sense of meaning and purpose [45].
Therapists try to take into account their patients’ attachment
orientation and open up a reflective space for their thoughts
about spirituality or sense of meaning and purpose. Thus,
results of the CALM study will give further answers regarding
the specific processes of attachment and spirituality in psycho-
therapeutic settings [18]. Already, the current results facilitate
an improvement of the intervention in clarifying the specific
impact of attachment and spiritual well-being on psychologi-
cal distress in advanced cancer patients.
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4.4. „Managing Cancer and Living Meaningfully“ Qualitative Pilotergebnisse einer 
sinnbasierten Kurzzeittherapie für fortgeschritten erkrankte Krebspatienten 
(CALM). 
Scheffold, K., Engelmann, D., Schulz-Kindermann, F., Rosenberger, C., Krüger, A., Rodin, 
G., Härter, M. & Mehnert, A. (2017) „Managing Cancer and Living Meaningfully“ Qualitative 
Pilotergebnisse einer sinnbasierten Kurzzeittherapie für fortgeschritten erkrankte 
Krebspatienten (CALM). Psychotherapeut, 62: 243-248. DOI: 10.1007/s00278-017-0179-7 
Objective: This pilot study aimed to explore the feasibility of a brief manualized psychotherapy 
for patients with advanced cancer (CALM) in a German setting, prior to an RCT to test its 
efficacy. 
Background: Reducing psychosocial distress and improving quality of life are the main goals 
of psychotherapeutic interventions for patients with advanced cancer. However, little research 
exists so far investigating patients’ experiences during such interventions. 
Method: Patients completed the Clinical Evaluation Questionnaire following every session. 
After 3 to 6 sessions, they participated in a semi-structured qualitative interview addressing 
their experiences with CALM. Patients referred to the Psycho-oncological Outpatient Clinic at 
the Hamburg University Medical Center were invited to participate in a pilot study of CALM 
therapy. 6 patients consented to participate, 5 of whom completed a qualitative interview after 
a mean of five sessions. 
Results: Participants evaluated the CALM sessions as supportive, helping them to talk and to 
feel understood about how cancer had affected their lives. Qualitative analysis revealed that 
patients perceived CALM overall as beneficial. The following topics were identified as 
particularly helping patients through CALM: (a) having a safe place to reflect on individual 
needs and to learn how to address those needs, (b) learning to better deal with frightening 
emotions and threatening aspects of the cancer, (c) learning how to better communicate about 
cancer and their feelings with close others and the medical team, and (d) feeling empowered in 
medical decision-making. Patients also emphasized the open therapeutic atmosphere. 
Conclusion: Results indicate several benefits for advanced cancer patients undergoing CALM. 
No risks were detected for the conduct of a randomized controlled trial.  
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„Managing Cancer and Living
Meaningfully“
Qualitative Pilotergebnisse einer
sinnbasierten Kurzzeittherapie für
fortgeschritten erkrankte Krebspatienten
(CALM)
Die Zahl evaluierter manualisierter
psychoonkologischer Interven-
tionen, die auf die spezifischen
Probleme und Bedürfnisse von
Patienten mit fortschreitender,
unheilbarer Krebserkrankung zuge-
schnitten sind, ist gering. „Managing
Cancer and Living Meaningfully“
(CALM) ist eine manualisierte in-
dividuelle psychoonkologische
Kurzzeittherapie, die darauf abzielt,
Depressivität und Ängste vor dem
Tod und dem Sterben zu reduzie-
ren sowie Hoffnung und Lebenssinn
zu verbessern. Ein wesentlicher
Teil ist die Stärkung der Kommu-
nikation mit dem medizinischen
Behandlungsteam. Die vorgestell-
te Pilotstudie weist auf eine Vielfalt
positiver Auswirkungen der CALM-
Therapie hin.
Trotz deutlicher Fortschritte in der Di-
agnostik und der Therapie ist die Mor-
talität bei onkologischen Erkrankungen
noch immer hoch. Im Jahr 2012 starben
in Deutschland über 220.000 Menschen
an Krebs (Kaatsch et al. 2015). Patienten
mit einer fortschreitenden Krebserkran-
kungsindmiteinerVielzahlvonkörperli-
chen, psychosozialen und behandlungs-
bedingten Belastungsfaktoren konfron-
tiert, die mit einer hohen psychischen
BelastungundpsychosozialenUnterstüt-
zungsbedürfnissen einhergehen (Girgis
und Waller 2015). Aktuelle Zahlen bele-
gen, dass 32% aller Krebspatienten min-
destens eine psychische Störung aufwei-
sen (Mitchell et al. 2011; Vehling et al.
2012; Mehnert et al. 2013, 2014). Dabei
handelt es sich v. a. um Erkrankungen
aus den Bereichen der Angst- (11,5 %),
Anpassungs- (11 %) und affektiven Stö-
rungen (6,5 %).
Trotz der hohen Belastungsprävalen-
zen und der nachgewiesenen Wirksam-
keit psychoonkologischer Interventio-
nen hinsichtlich der Reduktion psychi-
scher Belastungen und der Verbesserung
der gesundheitsbezogenen Lebensquali-
tät (Faller et al. 2013) sind die Evidenz
für und die psychoonkologische Ver-
sorgung von Krebspatienten mit einer
fortgeschrittenen Erkrankung unzurei-
chend. Die Mehrzahl der Interventions-
studien bezieht ausschließlich Patienten
in kurativer Behandlungssituation ein,
und erst in den letzten Jahren wurden
vermehrt psychoonkologische Interven-
tionen entwickelt, die spezifisch auf
die Belastungen und Bedürfnisse von
Patienten mit lebensbedrohlichen Er-
krankungen zugeschnitten sind (Lemay
und Wilson 2008; Kissane und Watson
2011; Schulz-Kindermann 2013).
Intervention
„Managing Cancer and Living Meaning-
fully“ ist eine manualisierte individuel-
le psychoonkologische Kurzzeittherapie,
die von Rodin und Kollegen (Hales et al.
2010; Nissim et al. 2012; Lo et al. 2014,
2016) entwickelt wurde. Sie darauf zielt,
Depressivität und Ängste vor dem Tod
unddemSterbenzureduzieren,dieKom-
munikation mit dem medizinischen Be-
handlungsteam zu stärken sowie Hoff-
nung und Lebenssinn der Betroffenen
zu verbessern. Abhängig vom Bedarf des
Patienten umfasst CALM drei bis acht
50-minütige Einzelsitzungen über einen
Zeitraum von 6 Monaten.
„Managing Cancer and Living Mea-
ningfully“ ist in verschiedenen theoreti-
schen Traditionen verankert. Dazu ge-
hören u. a. die relationale Theorie (Mit-
chell 1988),dieBindungstheorie (Bowlby
1982) und die existenzielleTherapie (Ya-
lom 1980). Die Therapie deckt inhaltlich
folgende 4 Dimensionen ab (Hales et al.
2010):
4 Symptommanagement und Kommu-
nikation mit dem Behandlungsteam,
4 Veränderungen des Selbst und Bezie-
hungen zu nahestehendenMenschen,
4 Spiritualität und Lebenssinn,
4 Gedanken an die Zukunft, Hoffnung
und Sterblichkeit.
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Die Reihenfolge und auch das Ausmaß
derThematisierung dieser Dimensionen
werden stark an den Bedarf der Pati-
enten adaptiert, und so entwickeln sich
in einer freien Struktur unterschiedliche
inhaltliche Therapieverläufe.
Im Behandlungsverlauf bilden ver-
schiedene psychotherapeutische Wirk-
mechanismen das klinische Fundament
derTherapie (Hales et al. 2010).Grundle-
gendsinddieAuthentizitätdesTherapeu-
tenunddieHerstellung einer supportiven
Beziehung. Die Mentalisierungsfähigkeit
der Patienten wird unterstützt, indem
der Therapeut ein Verständnis für die
Möglichkeit multipler und komplexer
psychischer Reaktionen auf eine fata-
le Prognose fördert. Dieses Vorgehen
ermöglicht den Patienten Hoffnung auf-
rechtzuerhalten, während sie gleichzeitig
dieWirklichkeit ihres Zustands anerken-
nen und sich auf die Planung zukünftiger
Pflege und weiterer Aufgaben einstellen
können. Das Schwanken des körperli-
chen Zustands der Patienten und die
Mitteilung prognostischer Nachrichten
können zusätzlich eine starke Ausein-
andersetzung mit Themen von Tod
und Sterben sowie Sinnfragen steigern.
Krankheitsbedingte Krisen und eine
erhöhte Symptomlast können sponta-
ne Veränderungen der therapeutischen
Zielsetzung nötig machen. Inhalt und
Timing der Sitzungen müssen aufgrund
der körperlichen Befindlichkeit des Pa-
tienten und anstehender medizinischer
Behandlungen häufig angepasst werden.
Eine flexible Anpassung des therapeuti-
schen Rahmens kann deshalb nötig sein.
Der Therapeut fokussiert auf den
Bindungsstil der Patienten. Die durch
die Krankheit hervorgerufenen bezie-
hungsbezogenen Umstellungen sowie
hierdurch entstehende Ängste und Trau-
rigkeit sollen exploriert werden. Häufig
ist im Fall einer fortgeschrittenen Er-
krankung ein Ungleichgewicht in Bezie-
hungen zu beobachten, das als Reaktion
auf relationale Veränderungen im Rah-
men von Abhängigkeit und Autonomie
entsteht.
WeiterhinfindetwährendderCALM-
Therapie eine genaueExplorationderBe-
deutungen, die derPatient seinerLebens-
geschichte, seinenErrungenschaftenund
seinen Misserfolgen sowie der Erkran-
kung zugeschrieben hat, statt. Der ge-
samte Lebensverlauf des Patienten, seine
Ziele, dasLeid,dasmitderKrankheit ver-
bunden ist, und der Tod spielen in der
Therapie wichtige Rollen. Im therapeu-
tischen Kontakt von Patient und The-
rapeut kann hierdurch Sinn entstehen,
und damit können Bewältigungskapazi-
täten zumUmgangmit als sehr belastend
erlebten Situationen entwickelt werden.
Ein letztes wichtiges Element derThe-
rapie ist die Bereitschaft der Therapeu-
ten selbst, sichdenängstigendenThemen
von Sterblichkeit und Leiden zuzuwen-
den. Dadurch können sie den Patienten
ermutigen und unterstützen, das Gleiche
zu tun. Dies verlangt von Therapeuten,
bewusst mit ihren eigenen Ängsten be-
zogen auf Sterblichkeit und Leiden so-
wie der Grenzen ihrer therapeutischen
Einflussnahme umgehen zu können. Das
therapeutische Ziel besteht darin, dem
AusdruckvonTraurigkeitundAngsthin-
sichtlich des Fortschreitens der Erkran-
kung und der Konfrontation mit Sterb-
lichkeit Raum zu geben und gleichzeitig
Hoffnung,Mut und Engagement imHier
und Jetzt zu unterstützen. Dies schließt
auch ein, die Unmöglichkeit des Errei-
chens vonZielen, die vor derErkrankung
als wichtig erachtet wordenwaren, zu ak-
zeptieren.
Zielsetzung der durchgeführten Pi-
lotstudie, deren Ergebnisse hier vorge-
stellt werden, war es, die Durchführbar-
keit und die Akzeptanz von CALM vor
Beginn einer randomisierten kontrollier-
ten Studie (RCT; Scheffold et al. 2015)
zur Wirksamkeitsüberprüfung zu unter-
suchen.
Pilotstudie
Das von der kanadischen Arbeitsgruppe
entwickelte Manual (Hales et al. 2010)
wurde in einer Forschungsversion über-
setzt und vor Beginn der CALM-RCT
im Rahmen einer Pilotstudie in der Spe-
zialambulanz für Psychoonkologie am
Universitätsklinikum Hamburg-Eppen-
dorf überprüft. Das positive Votum der
lokalen Ethikkommission zum Studi-
enprotokoll (Scheffold et al. 2015) liegt
vor.
Patienten
Rekrutiert wurden erwachsene deutsch-
sprachige Patienten mit einer fortge-
schrittenen Krebserkrankung (Stadien
III und IV gemäß der Einteilung der
Union internationale contre le cancer
[UICC]) und einer voraussichtlichen Le-
benserwartung von mehr als 6 Monaten.
Patienten wurden von der Studienteil-
nahmeausgeschlossen,wenn sie kognitiv
oder körperlich zu stark beeinträchtigt
waren, um ihre schriftliche informier-
te Studieneinstimmung zu geben, oder
akute Suizidalität vorlag.
Therapeuten
Alle CALM-Therapeuten (n = 3) wa-
ren approbierte Psychotherapeuten, die
in mindestens einem 2-tägigen CALM-
Workshop durch Rodin und Kollegen
geschult worden waren. Die Therapeu-
ten erhielten regelmäßige CALM-Super-
visionen durch einen erfahrenen Thera-
peuten, der an mehreren CALM-Work-
shops in Toronto bei Prof. Rodin hierzu
geschult wurde.
Durchführung
Infrage kommende Patienten der Spezi-
alambulanz fürPsychoonkologiewurden
von ihrem CALM-Therapeuten über die
Studie aufgeklärt und unterschrieben
eine Einverständniserklärung zur Stu-
dienteilnahme. Nach der Teilnahme an
mindestens 3 CALM-Therapiesitzun-
gen führte die Studienkoordinatorin ein
halbstrukturiertes Interview mit den Pa-
tientendurch.Die Interviewswurden auf
Tonband aufgenommen und verbatim
mithilfe der Software F4 für qualitative
Forschung transkribiert.
Messinstrumente
Das halbstrukturierte Interview zur Er-
fassung relevanter Aspekte der Thera-
piesitzungen wurde von der CALM-Stu-
diengruppe in Hamburg entwickelt und
hatte folgende Inhalte zu den Erfahrun-
gen der Patienten mit . . .
4 der Krebsdiagnose und den Aus-
wirkungen der Erkrankung auf ihr
Leben,
244 Psychotherapeut 3 · 2017 50
4 den CALM-Therapiesitzungen sowie
dadurch entstandene Veränderungen
bezüglich der Sichtweise auf und den
Umgang mit der Erkrankung,
4 der subjektiv wahrgenommenen
Nützlichkeit der CALM-Dimensio-
nen,
4 der therapeutischen Beziehung und
der Offenheit, mit der über alle
individuellen Anliegen gesprochen
werden konnte, einschließlich der
Themen Tod und Sterben.
Statistische Auswertung
DieTranskriptewurdenmithilfederSoft-
wareMaxQDA systematisch codiert. Die
qualitativeAuswertung erfolgte nachden
Vorgaben der qualitativen Inhaltsanaly-
se (Mayring 2010). Bei dieser Metho-
de werden Themen, die im Transkript
wiederholt auftauchen, zu übergeordne-
ten Kategorien zusammengefasst. Dem-
entsprechend wurden die Gesprächsin-
halte zunächst offen codiert, bevor die
so entstandenen Codierungen im zwei-
ten Schritt mit einem zweiten Gutachter
diskutiert und übergeordnete Kategorien
gebildet wurden. Anschließend wurden
für die gebildeten Kategorien typische
Zitate herausgefiltert.
Ergebnisse
Stichprobe
Über einen Zeitraum von 6 Monaten
wurden 6 Patienten in die Pilotstudie
aufgenommen. Ihre Diagnosen lauteten
Brust- (n = 2), Lungen-, Hoden- und
Rektalkarzinom sowie malignes Mela-
nom. Das Durchschnittsalter der Pati-
enten betrug 49 Jahre (SD ± 9,3 Jahre;
Range: 37 bis 62 Jahre; n = 3 Frauen),
3 Patientenwaren verheiratet oder lebten
in einer Partnerschaft. Das halbstruktu-
rierte Interview wurde mit 5 Patienten
nach durchschnittlich 5 CALM-Sitzun-
gen (Range: 3 bis 6 Sitzungen) durch-
geführt. Ein Patient fühlte sich körper-
lich nicht in der Lage, an einem Inter-
view teilzunehmen. Die durchschnittli-
che Interviewzeit betrug 40min (Range:
20–60min).Vier Interviewswurdenper-
sönlich inderpsychoonkologischenAm-
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„Managing Cancer and Living Meaningfully“. Qualitative
Pilotergebnisse einer sinnbasierten Kurzzeittherapie für
fortgeschritten erkrankte Krebspatienten (CALM)
Zusammenfassung
Hintergrund. Fortgeschritten erkrankte
Krebspatienten erleben eine Vielzahl
psychischer Belastungen. Anliegen
psychotherapeutischer Interventionen
sind die Reduktion dieser Belastungen
und der Erhalt oder die Verbesserung der
Lebensqualität. Bisher liegen wenige Studien
zu psychotherapeutischen Interventionen für
Patienten in palliativer Versorgung und deren
Erfahrungen vor.
Fragestellung. Diese Pilotstudie überprüft
die Durchführbarkeit der manualisier-
ten, sinnbasierten Kurzzeittherapie für
fortgeschritten erkrankte Krebspatienten
„Managing Cancer and Living Meaningfully“
(CALM), bevor im Anschluss die Wirksamkeit
in einer randomisierten kontrollierten Studie
untersucht werden soll.
Methoden. Fünf von 6 rekrutierten Patienten
nahmen nach 3–6 CALM-Sitzungen an einem
halbstrukturierten qualitativen Interview teil.
Ergebnisse.Die Teilnehmer bewerteten CALM
als unterstützend und hilfreich. Dabei trugen
folgende Faktoren zu einer verbesserten
Krankheitsverarbeitung bei: (a) ein sicherer
Rahmen für die Krankheitsverarbeitung,
(b) den Umgang mit ängstigenden Gefühlen
lernen, (c) eine verbesserte Kommunikation
gegenüber Angehörigen und dem Behand-
lungsteam erlernen, (d) sich im Treffen
medizinischer Entscheidungen bestärkt
fühlen.
Diskussion. Die Ergebnisse weisen darauf hin,
dass die CALM-Kurzzeittherapie bei Patienten
mit fortgeschrittener Krebserkrankung eine
hohe Akzeptanz findet.
Schlüsselwörter
Einstellung zum Sterben · Angst · Depression ·
Lebensqualität · Palliativversorgung
Managing cancer and livingmeaningfully. Qualitative pilot results
of a sense-based short-term therapy for advanced cancer patients
(CALM)
Abstract
Background. Advanced cancer patients
often experience high psychological
distress. Reducing psychosocial distress
and improving the quality of life is a main
goal of psychotherapeutic interventions for
these patients. So far, there is little research
investigating patients’ experiences during
such interventions.
Objectives. This pilot study aimed to explore
the feasibility of a brief manualized sense-
based short-term therapy for patients with
advanced cancer called Managing Cancer
and Living Meaningfully (CALM) in a German
setting, prior to a randomized controlled trial
(RCT) to test its efficacy.
Methods. Out of 6 participating patients 5
took part in a semi-structured qualitative
interview after 3–6 CALM-sessions.
Results. Participants evaluated CALM as
supportive, helping them to talk and to feel
understood about how cancer had affected
their lives. In a qualitative analysis, the
following topicswere identified as particularly
helpful due to CALM: (a) having a safe place
to reflect on individual needs and to learn
how to address those needs, (b) learning to
cope better with frightening emotions and
threatening aspects of the cancer, (c) learning
how to communicate better about cancer
and feelings about death and dying with
other close acquaintances and the medical
team and (d) feeling empowered in medical
decision-making.
Conclusion. The results indicate a high
acceptance of the CALM short-term therapy
by advanced cancer patients.
Keywords
Attitude to death · Anxiety · Depression ·
Quality of life · Palliative care
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bulanz und eines per Telefon durchge-
führt.
Nachfolgend werden die Ergebnisse
des halbstrukturierten Interviews in Be-
zug auf die Einschätzung der CALM-
Intervention dargestellt.
Subjektiv wahrgenommene
Nützlichkeit
Gesamtheit der CALM-Therapie
Die Teilnehmer nannten eine Vielzahl
positiver Auswirkungen der CALM-
Therapie. Sie beschrieben die Krebser-
krankung als etwas, das die Anpassung
an veränderte Lebensumstände erfordert
und die Sichtweise auf das Leben verän-
dert. Ein wichtiger Aspekt von CALM
war die Bereitstellung eines sicheren
Ortes, um sowohl über praktische als
auch über tiefgreifende Lebensfragen
reflektieren zu können. Patienten gaben
an, durch die Sitzungen eigene Bedürf-
nisse besser wahrnehmen zu können.
Die Fähigkeit, diese Bedürfnisse auch
von Angesicht zu Angesicht mit dem
Behandlungsteam, mit Freunden und
Familie ansprechen zu können, war von
besonderer Bedeutung:
Ja, das ist ganz wichtig, weil nämlich alle
Menschen, die mit einem zu tun haben,
die einem wohlgesonnen sind, 1000 Ide-
en haben, was man alles machen kann.
Die eine kennt den Homöopathen, der
Nächste kennt den Geistheiler, der Nächs-
te kennt das. Und sich da abzugrenzen,
das ist ’ne Masse Arbeit. Und das ist im-
mer ganz gut, das zu reflektieren und zu
gucken, was will ich eigentlich? (Teilneh-
mer #01)
Der geschützte therapeutische Rahmen
ermöglichtedenPatienteneinenbesseren
Umgang mit intensiven Gefühlen, die im
Kontext ihrer fortgeschrittenen Krebser-
krankung auftauchten. Die CALM-The-
rapie bot den Patienten die Möglichkeit
zu erkennen, wie hilfreich das Bewusst-
sein über und der Ausdruck von eige-
nenGefühlenseinkönnen.DasGespräch
über tiefgreifendeGedankenundGefüh-
le half ihnen, die Angst zu reduzieren,
wie folgender Patient beschreibt:
Ich bin in einigen Sachen jetzt angstfrei-
er . . . Man kann über die Gedanken, die
man hat, sprechen oder die Ängste, die
man hat, oder wie man das Leben verein-
fachen kann. Ja, so. (Teilnehmer #02)
Einzelne Dimensionen
Symptommanagement und Kommu-
nikation mit dem Behandlungsteam.
Patientinnen und Patienten beschrieben
CALM als gleichermaßen hilfreich be-
züglich eigener medizinischer Entschei-
dungsfindung. Sie betonten außerdem
eine Reduktion von Angst bezüglich
der Einnahme psychopharmakologi-
scher Medikation. Die Hilfe zur Be-
wusstwerdung über Nutzen und Risiken
bestimmter Behandlungen wurde als
unterstützend empfunden.
Die CALM-Sitzungen trugen zu ei-
ner Konfliktlösung zwischen den Pati-
entenund ihremmedizinischenBehand-
lungsteam bei, indem sich die Patienten
auf mögliche Konfliktsituationen vorbe-
reiten konnten:
Weil man kommt an die [Ärzte; Anm. d.
A.] ja auch nicht so wirklich ran. Also,
das muss man auch ein Stück mit sich
selber ausmachen und deswegen war es
auch ganz hilfreich, hier dann das noch-
mal durchzusprechen . . . Das war gut.
(Teilnehmer #01)
Veränderungen des Selbst und Bezie-
hungen zu nahestehenden Menschen.
Die Teilnehmer beschrieben eine ver-
besserte Kommunikation mit naheste-
henden Angehörigen als ein wichtiges
Resultat von CALM. Durch den Refle-
xionsprozess in der Therapie gelang es
den Patienten, über ihre Situation und
ihre eigenen Bedürfnisse zu sprechen.
Zudem konnten Gefühle der Einsamkeit
verringert werden:
Also, ja, es hat mir schon so ein bisschen
die Augen dafür [die Zukunft und den
Tod; Anm. d. A.] geöffnet. Das liegt auch
daran, dass ich jetzt mit meinem Mann
offener darüber sprechen kann. Dass ich
nicht mehr ganz so alleine damit bin.
(Teilnehmer #03)
Die Patienten bewerteten es als positiv,
ihre Ehepartner zu einer oder mehreren
Sitzungen mitzubringen. Die Erfahrun-
gen der CALM-Therapie zu teilen, trug
in den Augen der Patienten zu mehr Of-
fenheit in ihren Beziehungen bei:
Fand ich auch ganz toll, er hatte gesagt,
ich könnte gern’ meine Freundin ’mal
mitbringen. Weil, ganz klar, so eine Er-
krankung zieht diese Schwierigkeiten mit
sich. Also ’ne Partnerin. Das klingt im-
mer so ganz banal . . . Ich bin krank, aber
der andere leidet. . . . Das trifft nicht nur
die Partnerin . . . Ich habe einen kleinen
Sohn, der ist dreieinhalb Jahre, und dem
natürlich zu erklären: „Okay hör zu, Pa-
pi kann dich heute nicht in den vierten
Stock hochtragen“, das ist schwierig. Ich
glaube, dass der Umgang mit Menschen,
Freunden, Bekannten, Eltern oder Ange-
hörigen ein ganz, ganz großer Punkt ist
. . . (Teilnehmer #04)
Spiritualität und Lebenssinn. Die Pati-
enten berichteten, CALMhätte ihnen die
Möglichkeitgegeben,neueVorstellungen
darüber zu entwickeln, was ihnen wich-
tig ist, und auf welche Weise sie mit den
zahlreichen Stressoren, die die Krankheit
mit sich bringt, umgehenwollen. Ein Pa-
tient fasste zusammen:
Also, es ist ja so, dass es mich auch da-
zu zwingt, ein bisschen zu gucken, sich
mit mir auseinanderzusetzen, mit mei-
ner Umgebung, mit dem, was ich mache,
was ich nicht mache, und motiviert mich
dann auch. Also, so eine Selbstreflexion,
die selten eigentlich stattfindet im Alltag.
Die findet dann sehr stark statt und hallt
auch nach und ist auch sehr wichtig, weil,
dadurch, dass ich keine Struktur hab’, ist
es immer wieder wichtig, auch sinngeben-
de Struktur von außen zu bekommen und
darüber sprechen zu können. (Teilnehmer
#01)
Gedanken an die Zukunft, Hoffnung
und Sterblichkeit. Über Tod und Ster-
ben sprechen zu lernen, war für viele
Patienten ein wichtiger Schritt hin zu
einer akzeptierendenHaltung gegenüber
ihrer Erkrankung. Über Ängste vor dem
Tod zu sprechen, ermöglichte dasGefühl
von tieferer Verbundenheit zur Familie
und wurde als erleichternd empfunden,
wie eine Patientin beschrieb:
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Ja, also, ich war ja das letzte Mal mit mei-
nemMann zusammen da. . . . MeinMann
und ich hatten eben solche Schwierigkei-
ten, über das Sterben und über den Tod
zu sprechen, obwohl . . . uns das eigentlich
. . . eingeholt hat, zum Beispiel durch die
Abfindung auch. Wir hatten eigentlich
vor, uns ein kleines Häuschen zu kaufen,
weil er jetzt sagt: „Ich will [das] gar nicht
. . . Ich wollte das nur mit dir bauen. Ich
will da nicht alleine wohnen.“ Und er hat
ja recht. . . . Das musste auch einfach ’mal
raus, er wusste zum Beispiel auch nicht,
dass ich so „ne Angst hab“ davor, vergessen
zu werden. (Teilnehmer #03)
Therapeutische Beziehung
Die Beziehung zum Therapeuten wur-
de von den Patienten als unterstützend
erlebt. Mit jemandem sprechen zu kön-
nen, ohne das Gefühl haben zu müssen,
„man müsste die anderen irgendwie in
Schutz nehmen“ (Teilnehmer #05), wie
ein Patient erklärte:
Und dann sind’s natürlich auch so Mo-
mente, wo man denkt, das möchtest du
jetzt eigentlich gerne klären, und mit wem
kann ich das jetzt eigentlich klären? Mit
den Freunden will man’s nicht, weil man
da auch immer Angst hat, dass man die
belädt damit. . . . Und ja, da fehlt einem
manchmal echt so irgendwie ein Außen-
stehender, der eigentlich mit einem so gar
nichts zu tun hat. (Teilnehmer #05)
DieTherapeutenwurdenals aufgeschlos-
sen gegenüber Fragen und Anliegen der
Patientenwahrgenommen.DieOffenheit
des Gesprächs erlaubte es den Patienten,
ein gewisses Maß an Normalität im all-
täglichen Leben wiederzuerlangen:
. . . im normalen Leben jemanden darauf
hin anzusprechen, mit dem sich zu un-
terhalten über diese Dinge, das ist schwer
und das ist . . . meistens bei denen dann
nicht richtig abgestellt, sozusagen diese
Gedanken. Und ich glaube, dass dieser
Umgang mit dieser Erkrankung, auch ir-
gendwie ein bisschen Normalität damit
umzugehen, ganz wichtig ist. Und dass
es schwierig ist, diese Normalität wieder-
zufinden. Und daher muss man solche
Gespräche, glaub’ ich, öfter haben. (Teil-
nehmer #04)
Ablauf und Struktur
Den Rahmen der 4 Dimensionen zur
Strukturierung der CALM-Gespräche
hieltenallePatienten für sinnvoll.Gleich-
zeitig wurde die Möglichkeit, die Sitzun-
gen auf die individuellen Bedürfnisse
spontan anzupassen, geschätzt. Einige
Patienten erwähnten, dass sie sich noch
mehr Flexibilität in der Dauer und der
Anzahl der Sitzungen gewünscht hätten.
Wirkfaktoren
Insgesamt wurden bei der Inhaltsanaly-
se der Interviews folgende Faktoren, die
zu einer verbesserten Krankheitsverar-
beitung führen, identifiziert:
4 ein sicherer Rahmen für die Krank-
heitsverarbeitung, um über eigene
Bedürfnisse zu reflektieren und diese
zu benennen,
4 den Umgang mit ängstigenden
Gefühlen lernen,
4 eine verbesserte Kommunikation im
Hinblick auf die Erkrankung und die
eigenen Gefühle bezüglich Tod und
Sterben gegenüber den Angehörigen
und dem Behandlungsteam erlernen,
4 sich im Treffen medizinischer Ent-
scheidungen bestärkt fühlen.
Diskussion
Diese Pilotstudie weist auf eine Vielfalt
positiverAuswirkungenderCALM-The-
rapie hin.DasVerfahrenwird von fortge-
schritten erkrankten Krebspatienten als
hilfreich wahrgenommen und als un-
terstützende Behandlung akzeptiert. Es
konnten keine Faktoren ermittelt wer-
den, die gegen die Durchführung einer
RCT zur Überprüfung der CALM-The-
rapie sprechen.
Folgende Aspekte sollten bei der wei-
terenDurchführungder Interventionbe-
achtet werden:
Die dritte Dimension „Spiritualität
und Lebenssinn“ wurde nur implizit von
den Patienten in den Interviews ange-
sprochen. Konstrukte von Spiritualität
und Lebenssinn gelten als multidimen-
sional und sind häufig eingebettet in
verschiedene Lebensbereiche, wie z. B.
soziale Beziehungen, Erfahrungen mit
der Natur oder kreative Aktivitäten
(Scheffold et al. 2013). Prinzipiell wird
angenommen, dass das Thema Spiri-
tualität im Kontext von Psychotherapie
vernachlässigt wurde (Crossley und Sal-
ter 2005). Therapeuten fällt es schwer,
religiöse und spirituelle Themen in der
Therapie anzusprechen (Pargament und
Saunders 2007). Die CALM-Therapeu-
ten sollten versuchen, diese Thematik
im Rahmen aller Dimensionen im Blick
zu behalten und bewusst zu adressieren.
Gedanken an die eigene Sterblichkeit
zu thematisieren, hatte hohe Relevanz
für die Patienten. Gleichzeitig gestaltete
sich die Kommunikation mit Angehöri-
gen über den Tod als schwierig. Cohen
und Block (2004) betonen, dass diesbe-
züglich auch Therapeuten von Verdrän-
gungsmechanismen betroffen sind.Qua-
litative kanadische Daten (Nissim et al.
2009) und auch die vorliegende Untersu-
chung machen allerdings die große Ent-
lastung der Patienten deutlich, wenn sie
die Möglichkeit haben, über diesbezüg-
liche Ängste zu sprechen. Dieses Ele-
ment sollte also im weiteren Verlauf der
DurchführungvonCALM-Therapien fo-
kussiert werden.
Limitationen
DieAussagekraftderErgebnisse ist durch
die geringe Stichprobengröße einer Pi-
lotstudie begrenzt. Zu einer umfassen-
deren Aussage über die Wirksamkeit der
CALM-Therapie ist die Erhebung quan-
titativer Daten notwendig. Beiden Ein-
schränkungen wird in der aktuell durch-
geführtenRCTderTherapie entsprochen
(Scheffold et al. 2015). Weiterhin lag bei
den teilnehmenden Patienten ein vor-
bestehendes Interesse an Psychotherapie
vor, was vermutlich mit einem höheren
Grad an Bildung und Motivation ein-
hergeht, das Angebot zu nutzen und als
hilfreich einzuschätzen.
Ausblick
Die Ergebnisse stützen die Durchführ-
barkeit einer RCT, die auch bereits in
Kanada belegt wurde (Lo et al. 2016) die
und nun die Wirksamkeit von CALM in
einer deutschen Stichprobe überprüfen
soll.
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Fazit für die Praxis
4 Psychotherapeutisch häufig unter-
versorgte, fortgeschritten erkrankte
Krebspatienten erleben die Möglich-
keit, offen über Tod und Sterben zu
sprechen, als sehr hilfreich.
4 DieseKlientel profitiert inmehrfacher
Hinsicht von CALM.
4 Es zeigen sich keine Risikofaktoren
bei der Durchführung von CALM.
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ZUSAMMENFASSUNG 
 
Psychological distress in cancer patients is adequately documented in research (Mehnert et al. 
2014). It includes emotional, cognitive, social and functional problems, potentially leading to 
feelings of dependency and helplessness. Also existential distress and the search for meaning 
are recognized to be an important issue for patients (Vehling et al., 2017). Although spiritual 
well-being and meaning in life is known to reduce psychological distress in cancer patients, 
specific sources of meaning have been little explored. Also, knowledge of other specific 
intraindividual factors leading to high psychological distress in this clientele is scarce. Social 
relatedness and patients´ feeling of security, as well as trust in health care providers are known 
to reduce distress in cancer patients. Patient attachment styles affect the perception of social 
support and influence their reactions to feelings of dependency and the loss of control. 
The present thesis first of all aimed to identify specific factors influencing cancer patients’ 
psychological distress, such as specific sources of meaning, attachment insecurity and spiritual 
well-being. Through that further knowledge about how to develop individually tailored cancer 
care programs and psychotherapeutic interventions can be gained.  
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Specific sources of meaning, as well as attachment insecurity influence psychological distress 
in cancer patients. The association of attachment insecurity and psychological distress is further 
mediated by spiritual well-being.  
Psychooncological interventions helping patients to deal with their distress have been 
developed and evaluated in the last two decades (Faller, 2013). Especially for female patients 
suffering from breast cancer the range of therapeutic options is wide. Interventions for advanced 
cancer patients containing special elements concerning their shortened life expectancy and 
special challenges in their social roles and relationships are in the process of development and 
evaluation (Lo et al., 2016; Scheffold et al., 2017; Schulz-Kindermann & Vehling, 2017).  
The meaning-based, short-term intervention CALM (Managing Cancer and Living 
Meaningfully) (Hales et al., 2010) includes attachment and spirituality as two important 
elements for the therapy. As a second aim of this thesis, CALM has been tested in a Pilot Study 
to evaluate the feasibility of the following RCT.  
  
This dissertation is based on the following publications: 
 
Scheffold, K., Mehnert, A., Müller, V., Koch, U., Härter, M. & Vehling, S. (2014) Sources of 
meaning in cancer patients – influences on global meaning, anxiety and depression in a 
longitudinal study. European journal of cancer care 23(4); 472-480. Impact factor: 2.409 
 
Scheffold K., Philipp R., Koranyi S., Engelmann, D., Schulz-Kindermann, F., Härter, M. & 
Mehnert, A. (2018) Insecure attachment predicts depression and death anxiety in advanced 
cancer patients. Palliative & supportive care 16(3): 308–316. Impact factor: 1.494 
 
Scheffold, K., Philipp, R., Vehling, V., Koranyi, S., Engelmann, D., Schulz-Kindermann, F., 
Härter, M. & Mehnert, A. (2019) Spiritual well-being mediates the association between 
attachment insecurity and psychological distress in advanced cancer patients. Supportive Care 
in Cancer. DOI 10.1007/s00520-019-04744-x. Impact factor: 2.698 
 
Scheffold, K., Engelmann, D., Schulz-Kindermann, F., Rosenberger, C., Krüger, A., Rodin, G., 
Härter, M. & Mehnert, A. (2017) „Managing Cancer and Living Meaningfully“ Qualitative 
Pilotergebnisse einer sinnbasierten Kurzzeittherapie für fortgeschritten erkrankte 
Krebspatienten (CALM). Psychotherapeut, 62: 243-248. Impact factor: 0.364 
 
In the following, the results are summarized:  
56
Summary/Zusammenfassung
Sources of meaning in cancer patients - influences on global meaning, anxiety and 
depression in a longitudinal study.  
The evaluation of specific sources of meaning in cancer patients (N = 258) show ‘engaging in 
personal relationships’, ‘preserving human values and ideals’ and ‘feeling financially secure’ 
to be the most important sources of meaning for cancer patients. ‘Engaging in personal 
relationships’, ‘preservation of culture and tradition’ and ‘interest in social and/or political 
causes’ predicted lower depression. ‘Leaving a legacy for the next generation’ and ‘feeling 
financially secure’ predicted both higher depression and anxiety. The findings highlight the 
relevance of sources of meaning for psychological distress in cancer patients and point towards 
specific sources of meaning that should be focused on in psychosocial interventions. 
 
Insecure attachment predicts depression and death anxiety in advanced cancer patients. 
The Exploration of attachment and its association with psychological distress in patients with 
advanced cancer (N=162) showed 64 % of the patients to be insecurely attached (fearful-
avoidant 31%, dismissing 17% and preoccupied 16%). A dismissing attachment style was 
associated with more physical symptoms, but did not predict psychological distress. A fearful-
avoidant attachment style significantly predicted higher death anxiety and depression, whereas 
preoccupied attachment predicted higher death anxiety only. Overall, insecure attachment 
contributed to the prediction of depression (10%) and death anxiety (14%). These findings show 
that the concept of attachment plays a relevant role in advanced cancer patient’s mental health. 
Health care providers can benefit from knowledge of advanced cancer patients’ attachment 
styles and how they relate to specific psychological distress.  
 
Spiritual well-being mediates the association between attachment insecurity and 
psychological distress in advanced cancer patients. 
The mediation analyses of spiritual well-being mediating the association of attachment 
insecurity and psychological distress (N=190) show that spiritual well-being mediates the 
association of attachment insecurity and depression (R²=11%), as well as death anxiety 
(R²=15%) in fearful-avoidant attached patients. Neither dismissingly nor preoccupied attached 
patients differ in terms of spiritual well-being and psychological distress in comparison to 
secure attached patients. These findings show that spiritual well-being plays a relevant role in 
advanced cancer patient’s mental health through mediating the association of attachment and 
psychological distress. Developing a better understanding of the interdependency of the 
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constructs of spiritual well-being and attachment can help to develop individually tailored 
advanced cancer care programs and psychotherapeutic interventions. 
 
„Managing Cancer and Living Meaningfully“ Qualitative Pilotergebnisse einer 
sinnbasierten Kurzzeittherapie für fortgeschritten erkrankte Krebspatienten (CALM).  
Exploring the feasibility of a brief manualized psychotherapy for patients with advanced cancer 
(CALM) in a German setting (N=6) showed that participants evaluated the CALM sessions as 
supportive, helping them to talk and to feel understood about how cancer had affected their 
lives. Qualitative analysis (N=5) revealed that patients perceived CALM overall as beneficial. 
The following topics were identified as particularly helping patients through CALM: (a) having 
a safe place to reflect on individual needs and to learn how to address those needs, (b) learning 
to better deal with frightening emotions and threatening aspects of the cancer, (c) learning how 
to better communicate about cancer and their feelings with close others and the medical team, 
and (d) feeling empowered in medical decision-making. Patients also emphasized the open 
therapeutic atmosphere. These results indicate several benefits for advanced cancer patients 
undergoing CALM.  
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